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D&G Kangaroo Tendons are painstak- 
ingly selected and processed to insure 
smoothness, uniformity, and exceptional 
strength. They are genuine tendons from 
the tail of the Wallaby Kangaroo. Prepared 
in two varieties—Boilable for those prefer- 
ring to sterilize the outer surface of tubes 
by boiling or autoclaving, and Thermo-flex 
for those desiring maximum flexibility. 
Both varieties are heat sterilized in glass 
tubes, each tube containing one tendon. 
Lengths vary from 12 to 20 inches. 
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each containing one band. Available with 
flat area lengths of 4’, 5% and 6% inches. 
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BSTETRICIANS, nurses and superintendents 

agree that no soap but Baby-San leaves the skin 
so soft and clean. They know that as it cleans it also 
lubricates, leaving a fine film of oil to guard against 
dryness or parching. 


There’s no finer olive oil than that used in Baby-San. 
And unlike other soaps, no inert substances are ever 
present to irritate the baby’s skin. Never is there 
excess alkali. In one simple bathing, Baby-San re- 
moves the vernix. And when dispensed from the Baby- 
San Portable Dispenser* it provides an economical 
and sanitary technique—unequalled by any other soap. 


Chiefly for these reasons is Baby-San the choice of 
75QY% of the nation’s nurseries. There is nothing just 
like it for healthy maintenance of the baby’s skin. 


*Furnished free to users of Baby-San 
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Every physician is aware of the physical and nervous effect on the 
BEDDING naneek a ae uncomfortable bed. "The beneficial effects of the super- 
resilient Hall “Floating Spring” cannot be over- 

estimated. 

It gives complete relaxation . . . on a Gatch type 
spring ...to a light weight patient . .. or the 
heaviest patient. It brings restful comfort on hour- 
glass cushion and tension springs, to the patient 
who must be in bed for a long period. 

As one hospital superintendent said, “Jt is the 
biggest improvement made in a hospital bed since 
Hall brought out the Mt. Sinai Spring thirteen years 
ago.” 

And added to the increased comfort of the Hall 
“Floating Spring” are: Strength . . . Absolute 
Safety . . . Ease of Handling . . . Sanitary Con- 
struction. 











Write for illustrated descriptive folder about this 
ib. Cae sensational improvement in hospital comfort. 


Frank A. Hall & Sons, New York City. Office: 118-122 Baxter St. Salesrooms: 25 W. 45th St. 
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| ABSORBENCY TESTER 


Degree of absorbency must be the first 
measure of effectiveness of any material 
designed for use as a drainage dressing. 
Cellucotton absorbent wadding was the 
first cellulose material developed for hos- 
pital use and its superiority for drainage 
purposes was immediately recognized. 
And in performance it is still the most effec- 
tive cellulose absorbent. 


The special apparatus duplicates actual 
conditions as closely as possible. The sam- 
ple is placed on a small platform with a 
hole in the center. A tube feeds liquid 
through this hole in such a manner that 
the liquid reaches the under surface of the 
material as it would in a drainage pad on 
the top of a patient. It shows the amount 
of liquid which is absorbed by each mate- 
rial before it reaches the limit of its effec- 
tiveness. 


Cellucotton Absorbent Wadding absorbed 
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27.8 cc. while the closest of the other six 
heands absorbed only 18.2 cc. Which means 
that Cellucotton Absorbent W adding is 
not only a more desirable but also a more 
economical material for use in your hos- 
pital. Standardize on Cellucotton — the 
original cellulose absorbent. 


LEWIS MANUFACTURING CO. 
Division of 


THE KENDALL COMPANY, Walpole, Mass. 


In Canada: Postal Station K, Toronto 
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ABSORBENCY TESTER 








Since ETHER was first used as an anesthetic 
agent, time has seen the development of other 
agents, varying in safety, controllability and 
adaptability. Yet, ether still remains the most 
widely used and the most adaptable. 

In addition to the value of ether from the 
standpoint of controllability and margin of 
safety, it possesses a power to produce relaxation 
which makes it an indispensable supplement to 
the gaseous anesthetic agents in certain types of 
operations. It may be administered by the open- 
drop method, by machine, or by rectum, either 
alone or with other anesthetic agents. 

Dr. E. R. Squibb originated the continuous dis- 


the 


most adaptable 


anesthetic agent 


tillation process soon after the first use of ether in 
anesthesia. Because of the great care exercised in 
the selection of raw materials, and in production, 
testing and packaging (in a patented copper- 
lined container which protects against deteriora- 
tion) , Squibb Ether enjoys the utmost confidence 
of surgeons and anesthetists the world over. 
Squibb Ether is used in over 85% of American 
Hospitals and in millions of cases every year—an 
evidence of its purity, safety, uniformity and 
economy. 

Other Squibb Anesthetic Agents — Procaine 
Hydrochloride Crystals, Ether Oil for Obstetrical 
Analgesia, and Chloroform. 


E. R. SQUIBB & SONS, 
Anesthetic Department, 
Squibb Building, New York 
Please send me a copy of your illustrated 
booklet, “A Suggested Technique for Ether 
Administration.” 
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The Community Hospital as an Essential 
Agency in the Field of Public Health 


C. W. MUNGER, M.D. 


President-Elect, American Hospital Association 
Director, Grasslands Hospital, Valhalla, New York 


V V HEN THE AVERAGE individual thinks of 


the hospital he probably thinks of sickness. In spite 
of any popular ideas to the contrary, hospitals are 
more interested in health than in sickness and no 
hospital is fulfilling its proper function unless those 
who control it envision it as essentially an instrument 
for the maintenance of public health. To be sure, a 
prime function of the hospital is to treat persons 
already sick. The treatment of the sick is not com- 
plete unless it includes medical measures and educa- 
tion tending to prevent future illness for the patient. 
Hospital and Public Health 

In a certain way, history proclaims the belief of 
people that hospitals are important to the public 
health. The fact that in most American communi- 
ties hospitals were in existence decades before there 
was any organized effort along strictly public health 
lines is evidence of the importance of the hospital 
in the public mind in relation to community health. 
Public health work in its broader sense means keep- 
ing the well well in addition to curing the sick. Hos- 
pitals have long since contributed materially to both 


A paper presented at the Banquet Session Iowa Hospital 
Association, Des Moines, April 27, 1936. 
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functions. Since hospitals were first conceived as, 
and still are essentially, institutions with a definite 
location to which people could come, it is natural 
that those phases of public health work which are 
not done in and from an institution were not often 
attempted by them. As our knowledge of the causes 
and the means of prevention of disease grew, it be- 
came obvious that the gospel of health needed liter- 
ally to be taken into the high-ways, the by-ways, and 
individual homes in order to attain the peak of pub- 
lic health which modern science makes possible. 
With the realization of this fact by the medical 
profession and, to a certain extent, by the general 
public, there came the natural development of public 
health departments. Some like to separate public 
health and hospital work by saying that the public 
health department has the function of preventing ill- 
ness while the hospital has the function of treating 
and curing illness which has already occurred. I 
believe this axiom is more true for the public health 
than for the hospital phase in that hospitals, in addi- 
tion to their prime function, have, and often embrace 
the opportunity to do a great deal toward keeping 
the populace healthy. 





The Community Hospital as a Health Agency 


In discussing the community hospital as an essen- 
tial health agency, one needs to consider not only 
the patients who receive treatment in the beds of 
the hospital but also the legions who attend hospital 
clinics and also the thousands of citizens who contact 
hospitals through visiting the sick and in other ways. 
The educational work which is constantly done in 
every hospital is also a part of the picture and this 
education in a proper set-up includes not only pa- 
tients and general public but doctors, nurses, and 
other specialized professional workers who so often 
enter public work after their training in the hospital. 


Public Health Education a Function of the Hospital 


Any patient who is not feeble minded, who spends 
a day or a month in a modern community hospital 
receives, whether he knows it or not, a generous dose 
of public health education. In some departments this 
opportunity to educate the patient is greater than in 
others. A classic example is, of course, the obstet- 
rical department, where the mother learns the more 
important rudiments of surgical cleanliness in ob- 
serving her own care, is taught how hygienically to 
feed her infant, and before going home, has actual 
demonstration and practice in the care of her infant 
and instruction as to her own after care. These 
things are so routine in a good hospital that we who 
are closest to the work are likely to forget what an 
impressive and instructive experience the lying-in 
period can be for a young mother. 

Hospitalization in medicine, surgery, and the spe- 
cialties, if properly managed, carries inevitable edu- 
cational values for the patient. The doctor and 
especially the nurse must constantly bear in mind 
the fact that a patient’s stay in the hospital provides 
an automatic audience for public health education of 
the most effective type—given at a time when the 
patient is, if ever, in a receptive mood. 


Educating the Public 


Hospital clinics, when they are well-conducted, 
merit rating as educational as well as medical efforts. 
A principal function of hospital clinics is the treat- 
ment of the indigent patient in the early stage of 
his illness, so as to prevent it from becoming serious. 
In order to keep the patient from disabling illness 
every clinic must constantly teach the rules of health. 
It may seem paradoxical to the public for hospitals to 
conduct well baby clinics for instance. The idea is 
not paradoxical excepting to the uninitiated who still 
believe that the hospital’s only function is to treat 
illness. The well-baby clinic where the mother may 
have her baby watched and observed by a competent 
pediatrician who teaches her constantly how to keep 
the baby well and strong is, almost completely, a pub- 


lic health instrument. The patient who presents him- 
self with an infectious venereal disease receives treat- 
ment, of course, but the picture is not complete un- 
less he is carefully taught how to avoid repetition of 
his troubles and earnestly instructed in prevention of 
dissemination of his disease to others. 

Modern public health departments do a great deal 
in mass education and accomplish thereby tremen- 
dous good. The hospital has somewhat less chance 
of engaging in mass education but it has a golden 
opportunity in that it can painstakingly instruct the 
individual, who often in turn passes on the knowl- 
edge which he has gained, to many others. 


Educating the Convalescent Children 


Not every hospital has a large department for the 
treatment of sick children and not everyone handles 
children in the convalescent and preventorium groups 
as happens to be the case in the institution with 
which I am connected. Almost every community 
hospital, however, has a certain number of cases of 
long-continued illness in children not too sick to be 
instructed. Although our situation is not typical, I 
want to tell you about the children’s school in our 
hospital and what it has done in health education. 
This school has been in operation for fourteen years. 
At first one, and now three teachers are employed 
on the hospital budget. Interested local groups and 
the State Education Department through its teacher 
relief work now provide three additional teachers, 
making a faculty of six who have contact with an 
approximate total of 200 children who are in the 
hospital. At least a third of this number are too ill 
for any sort of school work but the preventorium 
children, the convalescent, and especially the long- 
time cases in the orthopedic department, such as 
children with infantile paralysis who have to remain 
with us a long time, all attend school or have lessons 
brought to the bedside. Education is of course essen- 
tial to these children because it prevents them from 
dropping behind in their school work due to their 
hospital stay. We conscientiously instruct them in 
regular school subjects but we have worked out 
our curriculum so as to make each course a potent 
factor in the child’s health education. Arithmetic 
problems can easily be devised not only to teach 
arithmetic but to teach a health lesson also. The 
work in drawing, writing, etc., is all given a health 
slant. When the children enact small plays these 
have been written with the definite thought of teach- 
ing a health lesson. ‘l'here is considerable elementary 
study of foods, and for the children who are up and 
about, even simple lessons in cookery and home san- 
itation. We have been extremely pleased at times 
to find that children from poorer homes have acted 
as health missionaries to their own families, after 
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A Modern Convalescent Home for Children, White Plains, N. Y. 


leaving the hospital. In our children’s tubercu- 
losis work we hold occasional “institutes” for par- 
ents. These occur on Sunday afternoons and are 
conducted by a physician and a nurse who not only 
impart positive information but who answer the 
many questions of the parents who are anxious 
to maintain any health gain their child is making in 
the hospital and often to prevent similar trouble for 
other members of the family. These institutes have 
been popular even to the extent of requiring an Ital- 
ian interpreter at occasional sessions, that nationality 
being rather numerous in our patient group. I look 
upon the school and the parent institutes as public 
health work, pure and simple. 

Many hospitals have house radio systems where- 
by radio programs may be brought to the patient’s 
bedside. The newer radio installations include ar- 
rangements whereby a person at a central point 
in the hospital may speak into a microphone and have 
his voice carried to every bedside. An occasional 
lecture on a health or hospital subject is well re- 
ceived by patient listeners and thus the hospital is 
provided with another avenue for spreading the 
gospel of health. 
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The social service worker—every hospital han- 
dling indigent cases should have a social service 
department—becomes an excellent medium for health 
instruction to the patient. The most important func- 
tion of a social worker is to interpret his treatment 
and health needs to the patient in terms which he can 
often more readily grasp than the technical language 


of the physician. The importance of diet to the 
public health has long been known but I believe you 
will agree with me that in the past fifteen or twenty 
years we have learned vastly more about the promo- 
tion of good health through proper diet. This gives 
the hospital dietitian an opportunity to do her share 
as a health missionary. On daily rounds she can im- 
part useful information to the individual patient. 
The patient is naturally interested in the food he eats 
and if it has helped him while in the hospital he is 
likely to want to follow a similar plan after he leaves. 
The patent afflicted with a metabolic or other disease 
requiring a specially calculated diet cannot be said to 
have completed his hospital experience unless he has 
had a session with the dietitian during which he has 
been taught the significance of the diet necessary in 





his disease but has also been carefully instructed in 
how to prepare it at home. 


One could mention many other instances of public 
health education of hospital patients but I believe 
the points mentioned already ought to have weak- 
ened the armor of any skeptic as to the public health 
significance of hospital work 


Educational Measures Which Hospitals 
May Employ 


Hospitals can do a great deal in providing health 
education for the general public. We hear a great 
deal these days about the public relations of hos- 
pitals. It is indeed important to keep a hospital 
constantly before its public and to see that it is 
properly interpreted to those who directly or indirect- 
ly support it. Every effort at publicity for the hos- 
pital should carry a health message. This is not 
difficult to attain, in fact almost any article about 
hospital work will contain health information even 
if the writer had no such direct intention. Newspaper 
publicity and the spoken word including the radio are 
all practical instruments of public relations and of 
health teaching. 

At our hospital where we have the problem of con- 
vincing our tax-paying public of the necessity to 
spend approximately one and a quarter million dol- 
lars to maintain its county hospital, we have found it 
most valuable to invite the public individually, in 
small groups, and in large delegations to visit the 
institution to make a tour of it and at the beginning 
or at the end of the visit to listen to a talk from 
some member of the hospital organization on the 
work of the institution. In these contacts we con- 
stantly emphasize the public health angle as well as 
the fact that we do cooperate very closely with our 
own county public health department. Where a 
community hospital can arrange it, it is desirable 
that each one of the service clubs of the community 
be invited to hold one luncheon annually at the hos- 
pital to listen to a hospital and health talk and to get 
acquainted with the institution. A similar contact 
with women’s clubs and other women’s organizations 
will bring even greater understanding and oppor- 
tunity for teaching. I need scarcely mention that 
Hospital Day can and should be the occasion for im- 
parting of health information. 


Educating Professional Workers 


We have mentioned the possibilities of public 
health work with the patient and with the general 
public. The third great opportunity of the com- 
munity hospital is the education of professional 
workers who in turn will each make tangible and ex- 
tensive contributions to community health. Hospital 


experience is a prime factor in the training of dieti- 
tians, laboratory technicians, x-ray workers, and 
nurses. As long as any of us can remember hospi- 
tals have engaged in the training of young medical 
men as interns or residents. The hospital has a 
golden opportunity to teach them not only the care 
of the sick patient but to impart to them the proper 
attitude toward social welfare and public health work. 
Without such viewpoint, a physician is not qualified 
for community service. There is also the chance to 
educate those older physicians already on the hospi- 
tal’s staff. Some of these men, because public health 
work has made great advances since their days in 
medical school, have inadequate understanding of 
how to cooperate with public health programs and, if 
the hospital can assist in giving them a helpful 
viewpoint, so much the better. 


I should not close without emphasizing the fact 
that the nurse, who is the hand-maiden of public 
health has thus far depended almost solely upon the 
hospital for her education. Formerly, almost all 
nurses went into private duty or took hospital posi- 
tions. Now, a very large proportion of them engage 
in public health work. To a considerable extent, we 
hospitals are still educating them for hospital and 
home nursing with little preparation for the public 
health work so many of them will follow. We have 
a real opportunity here to help public health by seeing 
to it that our nursing curricula include ample didac- 
tic and practice work qualifying our graduates, at 
least as beginners, in public health nursing. Let us 
remember, when we train young men and women as 
assistants in the administrative work of our hospi- 
tals, that they also must be given a broad conception 
of the functions of the community hospital. We 
have not done fairly by them if we merely teach them 
how mechanically to run an institution. Before they 
leave us to take independent administrative jobs we 
should see to it that they realize the multiplicity of 
functions which the hospital must perform upon be- 
half of the community. Let us be quite certain that 
these future leaders in our field have the requisite 
understanding, and sympathy with the aims of public 
health work. 


In closing, I would say a word to those hospitals, 
whose communities may not have effective public 
health departments. It is my counsel that any com- 
munity hospital will find itself a much more effective 
instrument for the public good if it can work hand 
in hand with a good department of public health. I 
believe that where improvement is needed in the 
direct public health facilities of a community, that 
the hospital should lead in advocating the establish- 
ment of those facilities, and after their establishment, 
should continue to cooperate with the public health 
department and to assist it in every possible manner. 
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Principles of Hospital Administration 
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ae AND ADMINISTRATION go 
hand in hand. Sound organization combined with 
efficient administration calls for thought, principles, 
and united action. Hospital administrators have 
been rather delinquent in tending toward a high 
level in administrative functions, and while hospital 
councils and state hospital associations have very 
definite work to do, and they do strive to do it, the 
remedy for administrative weaknesses, however, is 
not found in them. Hospital administration is not 
confined to any particular state or county; it is uni- 
versal. Wherever there are sick people to be hos- 
pitalized, there hospital administration finds its pri- 
mary objective. Hospital administration is con- 
cerned with human affairs. The human element is 
the one common element in all enterprises, but in 
hospital administration the human element calls for 
a diligent effort to procure and sustain the maximum 
efficiency in a human institution. 


Efficiency and Common Sense 

Someone has said that the science of efficiency is 
nothing more than the most common sense way of 
doing a thing. Common sense is a matter of the 
mind, and the mind is the director of man’s actions. 
Real efficiency, then, is attained by the mind control- 
ling and directing effort into proper channels. The 
mind of the administrator should be at all times 
clear, well-ordered, open, wholesome, inviting, re- 
ceptive. The administrator must grow with the 
growth of the organization, and, moreover, he must 
give each individual in his department an opportu- 
nity for growth. 

General Foch, who in the World War commanded 
the admiration of all around him, says, “I do not be- 
lieve in a stroke of genius that turns the fate of bat- 
tle. Battle is a complicated operation. You pre- 
pare laboriously. You think out every possible de- 
velopment and decide on the way to deal with the 
situation created. When one of these developments 
occurs, you put into operation your preconceived 
plan. Everyone says, ‘What a genius to have 
thought of that at the critical moment,’ whereas the 
credit is really due to the labor and preparation done 
beforehand.” 

General Foch here explains clearly the vision, 
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initiative, judgment, decision, self-reliance, even 
drudgery, that enters into what some call genius. 
Preparation, in other words, is the foundation of 
success, Emerson says, “Every great institution is 
the length and shadow of one man.” The right in- 
fluence will quicken the powers of each individual 
as well as stimulate the group. The real leader shows 
the possibilities in the work and kindles in his per- 
sonnel the incentive to reach them. 

Hospitals have some great leaders, it is true, but, 
notwithstanding, hospitals have suffered much from 
independent, segregated, disorganized conditions that 
forced the few outstanding individuals to carry the 
burden while others in the field looked on and fre- 
quently criticized those who had the courage to keep 
step in the march of progress. 

Much of what the hospital people are suffering 
today, it would seem, could have been prevented if 
organization had been in effect from the beginning. 
Existing conditions are not new, nor are they alto- 
gether the collapse of economic order, Rather, it 
appears that economic stress has proved to be the 
last straw forcing hospital executives to take notice 
of the fact that unless something happens or some 
help be near, the hospitals of this country are going 
to suffer intensely. They have suffered as no other 
institutions have suffered ; they have borne their bur- 
dens generously; nor did they ask anyone to share 
them until danger loomed up on the horizon and 
killed many and threatened other voluntary hospitals 
with complete destruction. They have struggled 
along and are still struggling along with little or no 
support. They have never had a reserve of strength 
and assistance comparable to business enterprises be- 
cause they are largely non-profit organizations. In 
the economic collapse of the past five or six years 
they have been the last consideration of the govern- 
ment for any protection or relief whatsoever. 


The Basic Principles Upon Which Success 
Depends 
In looking for a cause of such indifference, hos- 
pital administrators may largely strike their own 
breasts. The success of any hospital depends upon 
a few basic principles: sound organization, efficient 
administration, proper adaptability, and individuat 








proficiency. One of the real tests in efficient admin- 
istration that always reflects in the hospital person- 
nel is the ability of the chief executive to make 
prompt and proper decisions. A divided mind lacks 
force, and confusion is usually the result. The hos- 
pital administrator who is a clear thinker, who can 
visualize his institution as a whole, who knows his 
hospital, his personnel, and his community, will 
always make himself felt as a leader and will accom- 
plish great things. However, the characteristics of 
such leadership are not always instinctive; they are 
more often acquired. Preparation is an important 
factor; this has been the chief weakness in the. cog 
of the hospital wheel for some time. 

Hospital administrators have not been prepared, 
nor have they made an attempt to prepare them- 
selves to meet present day problems. There have 
been no definite standards set for entering hospital 
administration. Those choosing hospital administra- 
tion as a vocation, and those who were already in 
the work, with few exceptions, have been indifferent 
and inactive. If profit came their way, they were 
willing to accept it, but they were not willing to ex- 
pend effort to obtain results ; hence the consequences. 


The Highest Standards of Administrative Ability 
Should Be Maintained 


Hospital administrators should unite to protect 
hospital welfare by maintaining the highest standards 
of administrative ability in the men and women com- 
ing into the field. If these men and women are edu- 
cated, they will obtain the right kind of hospital 
publicity. They will educate their boards and own- 
ers, Their hospital personnel will be impressed with 
the importance of the right kind of hospital legisla- 
tion and the place of the hospital in the community. 
This will lead in due time to a complete destruction 
of the power of politics that seem to have such an 
influence over hospitalization today. The work of 
the American College of Hospital Administrators 
with the American Hospital Association, the Cath- 
olic Hospital Association, and the American College 
of Surgeons will then be automatically cemented to 
hold the standards of our American hospitals and to 
support the right kind of hospital legislation. 

Today the hospital is crying for protection and 
assistance in legislation. It is a timely cry, too, a 
cry that should challenge every hospital adminis- 
trator in the country to disseminate knowledge in 
reference to the position of the voluntary hospital 
and the issues at stake. The men that are being 
sent to Congress and Legislature should be inter- 
viewed and educated as weli as urged to use their 
influence to support certain bills now in preparation 
in the cause of hospital security, and to crush others 
that will ultimately imperil the health of the nation 
and the care of the sick. 


As far back as the last months of 1932 the Amer- 
ican College of Surgeons discovered a leakage in 
hospital administration in this country. To quote 
from a part of their report: “In a few institutions 
it has been necessary to withhold final decision for 
rating the hospital until the superintendent has 
proved his or her ability to administer such an 
institution.” 


The Objectives of the Hospital 


The hospital has grown to be a very complex in- 
stitution. It is different from most enterprises which 
may resemble it. It deals with human lives. If it 
cannot sell its services to the individual, it must give 
them to him, Its objectives are clear-cut and well 
defined. Primarily, it must provide treatment and 
protection for the sick and injured, regardless of 
cost. Few, however, seem to appreciate the impor- 
tance attached to the obligation which impels the 
hospital to protect its patients. The patient must 
even be protected against himself and his own im- 
pulses. He must at times be protected against mis- 
guided efforts of well-meaning relatives and friends. 
He must be guarded from the unscrupulous, in- 
competent medical adviser and quacks of all kinds. 
Even his name must be protected from gossip and 
scandal mongers, his records must be safeguarded, 
his confidence must be respected, he must be shielded 
from harmful nostrums and drugs, and many other 


dangers that he as a sick man scarcely perceives. 


The Attributes of the Successful Administrator 


The hospital is constantly changing with the times. 
It grows in response to the needs of the sick. It is 
keen to scientific, economic, social, and historical 
trends. It is not, therefore, an institution that can 
be managed by a group of untrained personnel. The 
hospital administrator of today is expected to be 
able to correlate as well as appreciate the men of 
scientific professional ability, the medical men on 
the one side, and the financial policies of the high- 
powered salesmen and astute business men, the 
board of trustees, on the other side, with the some- 
times dissatisfied patient and anxious, well-meaning 
relatives in the middle. Consequently, he must be 
a diplomat, but his diplomacy must be tempered with 
knowledge and sense of medical science. He must 
be humane, generous, sympathetic. He must under- 
stand, above all, that a sick man is an abnormal man 
and make allowances for him as such. No patient 
in a hospital can be in command of himself; conse- 
quently, before determining the degree of education, 
school and business knowledge an administrator. 
must have, we find the character of the hospital as 
an institution placing the most important emphasis 
on its administrator’s profound knowledge of human 
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nature, which will give him tolerance and considera- 
tion. 

Such an administrator is not common and is some- 
times difficult to find. Regardless of whether he be 
a religious or a layman, the microscope is turned 
upon him today as it has never been before. 


The Administrator's Opportunity in This Transition 
Period 


However, this period of transition that now faces 
hospital administrators is probably the greatest op- 
portunity of their lives. We are in the throes of 
social disturbance and uneasiness, and such a period 
usually taps powers within us that were hitherto 
unknown, We may not assume an attitude of se- 
curity for the present, neither may we as adminis- 
trators rely on our laurels of the past. Over-con- 
fidence and egotism will surely bring us to grief. 
It is a very easy matter to assure ourselves that we 
are secure when we are unconscious of what is 
going on about us, but such an attitude is always 
dangerous in that it paralyzes human effort and re- 
tards growth. Where there is no growth there is no 
life. 

Fear is sometimes a factor in our lives which 
prevents us from advancing; fear to face a problem 
will always lead to failure, while the daring approach 


will carry us on to success. Most of us need an 
urge to spur us on to our best efforts. 

According to Dr. Stone, “Hospital administration 
is both an art and a science, and it requires for its 
success abundant experience and knowledge, in- 
genuity, broad vision, adaptability to environment, 
dauntless courage, keen perception, inspiring leader- 
ship, and relentless industry.” 

The rapid strides taken in the business world, the 
demand for higher education, the interest of gov- 
ernment in health problems, the advances in the field 
of medicine, the advent of standardization agencies, 
the claims of hospital associations, the increase of 
hospital literature, the demands of the public for 
prompt and competent hospital service, and many 
other factors, have rapidly transformed our hospi- 
tals from boarding houses for the sick into highly 
specialized institutions which in turn calls for 
trained executives. There was never a time when 
so many demands were made upon hospital adminis- 
trators. Modern trends suggest the problems that 
will face the hospital of the future. In union there 
is strength. Hospital administration must present 
a united front to challenge these problems with a 
solution that will make for safety for the voluntary 
hospital as well as better education for the public 
and result in a higher grade of service for the sick. 
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The Houston Memorial Hospital, of which Rob- 
ert Jolly is the administrator, presents a gold medal 
to the members of its staff who reach the age of 


sixty-five. Enlarged pictures of the medal are shown 
above. Active staff members reaching the age of 
sixty-five are appointed to the consulting staff. 











The Hospital and the Community 


E. H. LEWINSKI-CORWIN, Ph.D. 


Executive Secretary, Committee on Public Health Relations of The New York Academy 
of Medicine, New York 


A. THE ORGANIZATION of society becomes 
more and: more complicated and new agencies and 
new activities are created, the community contacts 
of the hospitals increase and broaden. There is need, 
therefore, of periodic re-orientation, and now more 
than ever perhaps, because of many recent develop- 
ments which are pregnant with serious potentialities. 


I, 

Even prior to the depression the states, counties 
and municipalities, and even the federal government 
in the case of veterans, assumed direct responsibility 
for the free care of certain categories of the sick— 
notably the insane, the feeble-minded, the drug ad- 
dicts, the tuberculous, the cripples, the incurables, 
those afflicted with contagious diseases, and the acute- 
ly ill who were penniless. The unbridled relief 
activities of the federal, state, county, and municipal 
governments have introduced a new development in 
the care of the sick which may become an important 
factor in the future, namely, the domiciliary medical 
and nursing care of people on relief. In many com- 
munities extramural relief had been proscribed, pro- 
hibited, outlawed, and banned because of the inherent 
curses it carries in its wake—chicanery, exploitation, 
graft, political machination, and professional ineffi- 
ciency. It has been demonstrated, however, at least 
in certain parts of the country, that home relief, or at 
least the medical phases of it, can be organized in a 
fairly decent manner, and there are certain types of 
patients who can be taken care of in their homes at 
a lower cost than in institutions, and to better ad- 
vantage perhaps. 

The development of medical and nursing home 
care is due on the one hand to the obstinate policy 
on the part of the federal relief authorities not to 
pay the hospitals for the care of those on relief, and 
on the other, to the overcrowding of the tax-main- 
tained hospitals. It is a matter which requires a 
great deal of attention and I, personally, believe that 
the hospitals ought to encourage it, provided it is 
organized under proper conditions and provided that 
the policy-making and the executive end of this work 
is under direct guidance of representative medical 
and hospital groups. Home medical and nursing 
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care, if properly organized, will not only relieve pres- 
sure on tax-maintained hospitals and provide a 
modicum of compensation to the physicians in the 
community taking care of the indigent sick, but may 
also relieve the stupendous burden which is being 
placed on the out-patient departments of our hos- 
pitals. Constant vigilance, however, is required lest 
it come under baneful domination and be made a 
forerunner of political medicine. 


II. 

The financial hardships suffered by our voluntary 
hospitals since 1930 have afforded a test of their 
stability and the depth to which they are rooted in 
the character of our people, as indispensable institu- 
tions, not only for the care of the sick, but also for 
the growth of medical science and medical educa- 
tion. The situation which we have faced during the 
depression is in almost every regard similar to that 
in which the British voluntary hospital system found 
itself after the conclusion of the Great War. The 
position of the British hospitals was really worse 
than ours, first, because they never had private 
pavilions to act as milch cows for the ward work; 
secondly, because of the tremendously heavy taxa- 
tion, particularly of large incomes, which the people 
of Great Britain have been subjected to since the 
War ; and thirdly, because of the fact that the British 
hospitals are not exempt from taxes. They have 
weathered the storm and suffered comparatively 
small losses, due chiefly to the financial aid secured 
from the large masses of the people through the 
contributory schemes, of the “penny in the pound” 
variety. This is a very promising sort of support 
for our hospitals in the future, provided the fiber 
of independence of our lower middle class is not 
eaten up by the ubiquitous relief germ, or by an in- 
adequate wage system. The community policy in 
respect of hospitals should sustain this development, 
and should encourage it by working out a system of 
reciprocal relationships between communities, so that 
a person contributing to a hospital pre-payment 
scheme in Binghamton, let us say, may be taken care 
of in a hospital in Buffalo. The reciprocal arrange- 
ments should be nationwide, and steps in this direc- 
tion should be taken at this early stage of the evolu- 
tion of the plan. 


HOSPITALS 











July, 1936, 





III. 


A great deal of information and misinformation, a 
great deal of good will and genuine concern, on the 
one hand; and of acrimony and confusion on the 
other, have resulted from the various recent studies 
of the problem of illness in its economic and socio- 
logical aspects. One thing is certain—no one can 
gainsay that it is a matter of profound interest to 
large groups and to the professions and institutions 
concerned. Two definite results can be credited to 
this arousal of interest—one, the inauguration of 
the prepayment hospital schemes in many cities, and 
the other, the determined attitude of the medical pro- 
fession against the socialization of medicine or the 
modification of the present fee-for-service relation- 
ship through the intermediary of state insurance. 

The medical profession is almost unanimously op- 
posed to the introduction of a bureaucracy in the 
relationship between patient and doctor. Such a 
triangle is a source of annoyance at best, and it is 
likely to be inefficient, as we have had occasion, un- 
fortunately, to learn from some of the miscarried 
experiments of our New Deal legislation. We can- 
not draw any too much encouragement either from 
the none too illustrious pages of the history of work- 
men’s compensation. The doctors may have gone 
too far in the assertiveness of their alleged exploita- 
tion by the hospitals. It is not quite true that the 
only charity which the voluntary hospitals dispense 
is that which is contributed by the staff. It may not 
be altogether good doctrine to maintain that under 
the circumstances the lay boards of trustees have out- 
lived their usefulness and the entire management of 
hospitals should be turned over to the medical pro- 
fession; it may or it may not be sound policy to de- 
mand that the hospitals—voluntary and municipal— 
pay salaries not only to the out-patient department 
staff, but also to the members of the visiting staff ; it 
may or it may not be stretching the law too far in 
demanding that the hospital should never charge for 
the services of a physician associated with that hos- 
pital, whether he be on salary or not; it may or may 
not be a good social policy to force by legislation the 
closing of our out-patient departments; it likewise 
may or may not be practical to organize community 
agencies for the granting of certificates of destitu- 
tion to the sick who apply for free hospital or dis- 
pensary services; one thing is certain—that these 
matters should not be allowed to reach the point of 
an acute strife between the physicians and the hos- 
pitals, and the medical profession’s constructive in- 
terest in the trends of hospital care and support 
should not be disregarded. It is inconceivable that 
a reasonable compromise could not be worked out 
for the benefit of all concerned and particularly the 
sick poor of the community. 
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IV. 


Hospitals have realized for a long time that they 
are not isolated institutions in the community. 
Through their administrators, medical’ staffs and 
trustees, they have been taking an interest in the 
whole problem of the care of the sick in the com- 
munity. No one is more acutely aware than those 
associated with hospitals of the tragedy of those of 
small means, or of no means at all, who are afflicted 
with a lingering malady requiring medical, nursing, 
and dietetic care for a long time. The acute hospi- 
tals cannot provide for these patients. In very many 
communities, aside from poorhouses, with all that 
this term implies, there are practically no institutions 
for the care of chronic patients. It is of course not 
a very simple problem to solve as there are large 
numbers of such patients in various stages of chronic 
illness, many of whom require active medical and 
nursing care, while others are practically custodial 
cases. The question may well be asked—how should 
provision for these types of patients be made? With 
a few remarkable exceptions, such as the Montefiore 
Hospital in New York, and the Robert Breck Brig- 
ham Hospital in Boston, there are few privately en- 
dowed institutions of this character. It seems that 
outside of orthopedics and neurology, chronic disease 
has not made an appeal to private philanthropy. It is 
less likely now than it was before that large dona- 
tions for this purpose can be secured. It would seem, 
therefore, that these hospitals for the chronics will 
have to be provided from tax funds, and the sooner 
the community makes up its mind to it, the better 
for all concerned. It seems to me that it is up to 
the leaders of the medical profession and of the 
hospital field to stimulate developments along these 
lines. 

At the same time, there is a great need, under our 
existing housing and economic conditions, of con- 
valescent home facilities for every large city. This, 
however, should remain the responsibility of private 
philanthropy. The anabolic processes of convales- 
cence are so much more attractive than the catabolic 
processes of chronic disease, that they make a much 
greater appeal to the generosity of prospective givers. 
In connection with convalescent care, I should like 
to stress that it should not be limited to patients dis- 
charged from hospitals only. It is just as important 
to accept the appropriate type of patient from the 
dispensary or one who has gone through a siege of 
illness at home, particularly now, when so many 
patients on relief are being treated in their homes. 
What I would like to stress is that the policy of a 
community in respect to convalescent care should be 
based on a broad scientific foundation, and that the 
interest of the physicians and hospital administra- 
tors be enlisted in it. I have always maintained that 
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one of the objective gauges of hospital social serv- 
ice work is the extent to which discharged patients 
are provided with proper convalescent care. The 
lack of interest in convalescence by the doctors and 
hospital administrators is the chief reason for the 
inadequate convalescent home facilities in this 
country. You may be surprised to know that only 
24 states have convalescent homes, and of the entire 
total of 8,747 such beds in the United States, about 
half serve the metropolitan area of New York. 
The physicians are perhaps not as fully conscious 
or interested in convalescent care as they would be 
had proper facilities existed, and the patients them- 
selves very often do not realize the advantages of a 
convalescent period after illness. 

It has been authoritatively stated that the period 
of convalescence should be approximately that of 
the duration of the illness itself, in order to prevent 
breakdowns and relapses. We have in the convales- 
cent field, so far as the patient is concerned, much 
the same situation as existed a generation or so ago 
in the hospital field. Many people, when advised 
to go to a hospital, said they did not know they were 
so near death as that. Many patients refuse to go 
to a convalescence institution because it has not been 
impressed upon them sufficiently what it will actually 
mean to them in regaining their strength and normal 
health. Convalescent care is an important health 
concern of the community, and the question I want 


to raise is, whether, with the many hospital facilities 
being temporarily unused for hospital purposes, an 
effort should not be made to secure the financial 
means to provide for convalescent facilities in hos- 
pitals. 


¥. 


We begin more and more to realize that we are 
gradually approaching a stability in our population. 
We are also becoming aware of the fact that the 
older age groups in our population are assuming a 
greater numerical importance; and that, by the way, 
is one of the reasons for the growing need of facili- 
ties for the care of those suffering from chronic and 
degenerative diseases. With the possibility of our 
population becoming stationary, the future hospital 
needs can be more definitely gauged. Insofar as hos- 
pitals for general conditions are concerned, the future 
is not likely to see any great increase in the actual 
bed capacity over and above what we now possess, 
although some communities are under-hospitalized 
while others are over-hospitalized. 

The capital outlays for hospital purposes in the 
future will be largely limited to the replacement of 
worn-out and obsolete structures. If this be so, the 
capital hospital expenditures of the future can and 
should be taken care of in a businesslike manner 


by providing proper reserves whenever possible. The 
provision for such clearly foreseeable needs does 
not, thank God, call for any Czar, or Duce, or 
Fiihrer ; the hospital is grounded on a solid founda- 
tion of democracy. There is need, however, in every 
community, of a planning board to deal with funda- 
mental problems, some of which I have touched upon 
in this discussion. These problems differ from place 
to place and require different methods for their solu- 
tion. There is no need of a repetition of occurrences 
such as have taken place in some communities where 
the voluntary hospitals and the city governments 
were at war as to whether or not to accept federal 
grants and loans for the development of municipal 
hospital facilities. A community hospital council, 
consisting of really interested and thoughtful men 
and women, with a proper representation of the 
various professions and groups concerned, including 
the city or county government, as the case may be, 
will go a long way in providing for the future har- 
monious evolution of our community facilities for 
the care of the sick, whether in the hospitals, clinics, 
homes, hospitals for chronic diseases, convalescent 
institutions, or other necessary ancillary facilities. 


VI. 


There are certain budding developments in the 
field of hospital relationships which may in the future 
require a measure of legislative regulation. In most 
states, no community hospital can be incorporated 
without a prior investigation as to its purposes and 
needs by a proper department of the state govern- 
ment. After incorporation the hospital may do as 
it will, change its original purpose, or its location, 
and the trustees of the hospital can even conspire 
to secure exemption from taxation for a bankrupt 
proprietary hospital venture, by making it a part of 
its organization. In other words, the state cannot 
dissolve a hospital corporation, although this 
corporation, by every token, cannot be considered as 
a needed or respected institution of the community. 
I believe that the necessary enabling laws should be 
enacted. Judging by the past, there is little fear that 
such power would ever be abused. 

I would like to revert to the development of the 
schemes for prepayment of hospital care and to 
point out that it may eventually change the relation- 
ship of the community to the voluntary hospitals, 
which have hitherto been regarded primarily as in- 
stitutions of charity or semi-charity. 

It is easy to foresee that with the growth of these 
institutions, certain basic relationships may change. 
The corporations writing hospital care insurance on 
a non-profit basis, may in time become sufficiently 
important factors in the maintenance of these hos- 
pitals as to demand, and perhaps justly so, a voice 
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in the control of them. It may be that eventually 
the voluntary hospitals will come entirely under the 
control of these insurance corporations. Such a de- 
velopment will relieve the community chests of the 
future from making collections and distributing 
funds to the hospitals to make up deficits. As a re- 
sult, the present philanthropic setup of many of our 


communities may become changed. A new outlook 
and new orientation, as well as some legislative 
changes, may be in order. 

We are really at the threshold of remarkable de- 
velopments, and those groups which have the longest 
vision and the best organizing ability will be privi- 
leged to mould the future course of events. 








Tentative Draft (April 10, 1936) of Statement 
Concerning Relations Between Public 
Welfare Authorities and Hospitals 


During recent months conferences have been held 
between representatives of the American Public Wel- 
fare Association and of the American Hospital As- 
sociation concerning the relations between hospitals 
and local public welfare authorities, particularly with 
regard to the hospital care of the indigent and other 
persons who are unable to pay for hospital service. 
As the outcome of these conferences, the following 
statement has been prepared for submission by offi- 
cials of each organization to its governing body: 


1. It is recognized that the provision of general 
hospital beds by local governments in the larger 
cities is generally insufficient to meet the needs for 
free or low-pay hospital care; and that in the great 
majority of small cities and towns there are no 
governmental hospitals and these localities must de- 
pend on voluntary hospitals, in which a large invest- 
ment for building and equipment has been made. 


2. It is recognized that the use of tax funds from 
local governments to pay local voluntary hospitals 
for the care of public charges is a widespread and 
under some local conditions is a reasonable policy. 

3. It is the unanimous belief that such payment 
to hospitals should be on the basis of service actu- 
ally rendered, and that payment in a lump sum or 
subsidy basis is undesirable. 

4. Public welfare officials will find it advanta- 
geous to deal with the hospitals of their community 
jointly. The experience of local public officials in- 
dicates that this can best be accomplished through 
the organization of hospital councils within each 
community or political unit of sufficient size. Where 
because of the smallness of the community or other 
reasons, hospital councils are not practicable, public 
officials may wisely suggest that the local hospitals 
constitute a committee to represent them jointly in 
conferences with public authorities. 

5. Public officials should recognize that good hos- 
pital service is increasingly complex and costly ; that 
a high standard of care of patients is important and 
an ultimate economy should appreciate the close re- 
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lation of hospital service to general medical practice 
and to public health. 

6. The hospitals on their side should recognize 
the advantages of presenting a united front to the 
community concerning their needs; of avoiding in- 
ternal dissension and competitive action which would 
lower standards of service. The public-spirited citi- 
zens on voluntary hospital boards should present 
their case to government officials without a competi- 
tive attitude and from the point of view of commu- 
nity needs, 

7. Both the public officials and the hospitals of 
each community should recognize that the rate of 
payment for service must be adjusted through con- 
ference as the result of numerous considerations 
which will vary among communities, and that no 
fixed simple formula controlling rate of payment 
can be generally applied. 

8. Voluntary hospitals, through hospital councils 
or otherwise, should cooperate with other commu- 
nity forces in an honest effort to control future ex- 
pansion of bed capacity beyond community require- 
ments. Excessive new building by individual insti- 
stutions has not infrequently led public officials to 
indicate that any payment to voluntary hospitals 
would tend to encourage further unnecessary expan- 
sion. 

9. In seeking payment from public sources, hos- 
pitals must recognize that the accepted policy today 
is to the effect that public funds should be expended 
through public authorities ; that some control or su- 
pervision of accounts, procedure for charging, and 
admission of public charges must be expected by 
voluntary hospitals when they are dealing with gov- 
ernmental units or requesting funds from them. 

10. The utilization of voluntary hospitals for the 
care of indigent persons at public expense requires, 
furthermore, encouragement by public officials and 
by the hospitals themselves of uniform accounting 
systems and of high standards, such as those re- 
quired for the approved lists of the American Col- 
lege of Surgeons. 





How the Hospital Can Share in Community 
Health Work 


HAVEN EMERSON, M.D. 


DeLamar Institute of Public Health of the College of Physicians and Surgeons 
of Columbia University 





B Y THE HOSPITAL we mean 


the general hospital supported by 
voluntary contributions or by tax 
monies. By community health work 
we mean organized activities by offi- 
cial or non-official agencies devoted 
to the prevention of disease and de- 
velopment of health as distinct 
from the diagnosis and treatment of 
the sick. 

As the present day teaching of the 
medical sciences whether to physi- 
cians or the associated professions 





includes preventive with curative 
medicine, so in the individual private 
practice of medicine protection of 
health and its maintenance accom- 
panies necessarily the care of the 


sick. Haven Emerson, M.D. 


Among the specialties of medi- 
cine is that of administrative health 
work. Graduate education and training for this 
specialty does not include preparation for direction 
of a hospital. Professional training for hospital ad- 
ministration is more recent as an object of university 
teaching than is the education of health officers, but 
in this country by only a couple of decades. 

The demands upon professional knowledge, per- 
sonal character, political insight, tact and discretion, 
and the capacity to initiate and complete studies on 
which better performance may be based, are so great 
in each field, that is, hospital administration or pub- 
lic health service, that there are so far no good ex- 
amples of a combination of these two under one 
person. 

A health officer may become by necessity or op- 
portunity a good hospital administrator, but only at 
the sacrifice of quality and quantity in his health 
work, which is everywhere incomplete and less ef- 
fective than is possible. Hospital administrators have 
proved to be good health officers but not while direct- 
ing a first rate hospital undertaking. 

With the exception of small rural communities 
where the support of a full time health officer and a 
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qualified superintendent of the local 
hospital is out of the question the 
administrative head of the general 
hospital of a community and the 
health officer should not be the same 
person. 

San Francisco and Philadelphia 
have combined municipal depart- 
ments of hospitals and health. Less 
can be said for the success of this 
in Philadelphia than in San Fran- 
cisco. 

Granting that the position of 
health officer and that of hospital 
superintendent are best kept sep- 
arate this does not imply necessarily 
that the hospital cannot share in 
community health work, 

Keeping to the usual subdivisions 
of health administration we should 
begin with vital statistics, that 
is, the record of births, still-births, deaths, and 
notifiable diseases occurring in the hospital. It is 
rare that each one of these does not offer an oppor- 
tunity to the alert and cooperative hospital adminis- 
trator to aid in the protection of health by collabora- 
tion through the health officer, the physician, the 
visiting nurse, the medical social worker, the indus- 
try, the church, the press. 

In the control of communicable disease it is often 
from the hospital that the first warning of unexpected 
prevalence of a notifiable disease comes. The hospital 
has best access to contacts, can exhibit its resource- 
fulness in instant isolation, can reduce cost by aseptic 
cubicle technique, can avoid panic by its publicity. In 
tuberculosis and syphilis and gonorrhea in particular, 
the hospital is in a key position by its resources for 
diagnosis and treatment and follow-up of contacts. 
Reporting is usually neglected and particularly in the 
case of pay patients. Epidemiology can be done in- 
dependently with profit. 

For sanitary supervision and abatement of 
nuisances the hospital can do little except to make 
sure of its own food, water, milk, personnel, ventila- 
tion, housekeeping, and cross infection. It may learn 
of sanitary violations by accident in the course of 
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the history of patients, in which case reference to 
the health officer should be made. 

Laboratory services. If possible the hospital 
should collaborate in diagnostic and therapeutic work 
with the laboratory of the local or state department 
of health, and where suitable serve the local health 
department or be rated as an approved laboratory for 
public health purposes. 

For maternity, infancy, and child hygiene the hos- 
pital depends upon its obstetric and pediatric out- 
patient department and bed service together with 
reference to visiting nurse and follow-up by its own 
social service. 

The hospital is in position to be the source of all 
the best nutrition teaching in the community, espe- 
cially in the out-patient department, and if it has 
an extern service. The more nearly the hospital 
approaches the continuity and thoroughness of re- 
sponsibility of the best private practitioner in super- 
vising a growing family the better is the hospital’s 
contribution to public health. Contraceptive advice 
and the use of the consultant service to determine 
necessity for therapeutic abortion are two phases of 
a hospital’s health work. 

The hospital may properly operate a marriage ad- 
vice service with physician, nurse, and social worker. 


Periodic health examinations can well be done at 
the out-patient department. 

The hospital’s access to the press makes it impor- 
tant to share in plans of the local health officer and 
the county medical society for timely releases accord- 
ing to season or a particular emergency. 

In the fields not formally or regularly provided 
for under the health officer the hospital has frequent 
opportunities as in the management of heart, diabetes, 
mental or cancer groups. 

By thorough study of morbidity, analysis of rec- 
ords, use of standard nomenclature, and holding of 
staff pathological conferences, and analyzing deaths 
and operative failures, the hospital is adding to public 
health knowledge in a way not available to the indi- 
vidual physician or to the health officer. 

Hospital membership in local health organizations, 
particularly the local visiting nurse service, the 
tuberculosis, venereal disease and child health groups 
is helpful to the community. 

In brief, by doing its own work of care of the 
sick to perfection the hospital will contribute more 
to health than if it undertakes to be a health as well 
as a sickness service stations. 








The “Oldsters” of the American Hospital 
Association 


George W. Olson of the Los Angeles County 
General Hospital, in forwarding for the twenty- 
seventh time his annual dues to the Association, be- 
came reminiscent and broke down the roster of As- 
sociation members to see how large a company there 
might be of those who have been members for 
twenty-five years or longer. The following table re- 
sulted. 


Number 
Year Joined of Members 
en re eee 3 
SP eer: freee 1 
BT a-4-03 8 ne see se ss adeene mes (none ) 
SEE er rs ee 
SES rr re ree 2 
Bais a hans kW as cane eee ae 6 
Serr eee Se rr 9 
0, SP re rere tel eee ee 16 
I ree re oe 16 
i ree # 
| PO Cea re rer ee eee 14 
ARE 4&4 cae eea pes 80 


Mr. Olson states: “There are no names in the list 
with a year prior to 1901. For an ‘oldster’ like my- 
self (60 a few weeks ago) it ought to seem like a 
sad thing to reflect that there are only eighty of us 
—or about three per cent—of the entire personal 
membership surviving out of those who gave force 
and impetus to the Association’s growth and develop- 
ment during the first dozen years of its existence. 

3ut no such gloomy aspect dims my view of the 
American Hospital Association’s past, present, and 
future. It is exceedingly heartening to see how the 
Association has grown in recent years and to know 
by this growth that the thinning ranks of the early 
workers for cooperation and unified development 
of our profession as hospital administrators are be- 
ing replenished by progressive young men and 
women who will carry the standards for which the 


founders labored forward to greater achievements.” 





Hospital Economics 


Social and Economic Influences Upon General Hospitals 


HON. WILLIAM J. ELLIS, LL.D. 


Commissioner, New Jersey State Department of Institutions and Agencies 


D URING THE LAST FEW YEARS the hospitals 
in this country have been influenced by the signifi- 
cant social and economic changes occasioned by the 
economic depression. The hospital in turn has been 
obliged to create new ideas and develop new methods 
of meeting society’s obligation to minister to the 
sick, in increasing the physical and mental efficiency 
of mankind and in prolonging human life. 

The hospital has been subject to the same influ- 
ences which have affected the general social, his- 
torical, and economic trends of the times—with 
this distinction however: while other social institu- 
tions may have been obliged to curtail their services 
both in quantity, and possibly in quality, because of 
lowered incomes, the general hospital not only had 
to render more free in-patient as well as out-patient 
service, but had to continue to find funds with which 
to apply the current discoveries in the medical field 
and the new advances made in hospital facilities. 

Lowered hospital income has not permitted the 
hospital to lower its services; for progress demands 
that the hospital continue to maintain an efficient 
medical and business organization, with highly 
trained and specially equipped technical staff. It 
must make available modern diagnostic and thera- 
peutic equipment and services when called upon, not 
only to those able to pay, but to every man, woman, 
and child belonging to the economically handicapped. 

Keeping in mind the goal of rendering hospital 
services unimpaired though under pressure of eco- 
nomic necessity, the hospital has been obliged to 
practice every possible kind of economy. Purchase 
of new and much-needed equipment has been post- 
poned, needed repairs have been deferred, wages and 
salaries have been reduced, and extra duties have 
been placed upon self-sacrificing medical staff mem- 
bers, nurses, and other workers. 

With the current up-turn in business there is 
noticeable a slight improvement in the finances of 
the general hospital, but there is every reason to 
believe that as a result of the present widespread 
poverty, we may have for some years to come a 
large burden of public dependency and increased 
need of free, or partially free, hospital service. 
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The picture as it presents itself from the hospital 
economic standpoint is something like this: 

1. There is a lessened use of private and semi- 
private accommodations because of lowered personal 
incomes ; needed medical work necessitating hospital 
care has been deferred. 

2. Groups whose incomes have been lowered and 
who under ordinary circumstances would pay for 
their own hospital care, are obliged to seek free or 
semi-free services. 

3. A large number of people near the poverty 
line require free hospital services. 

To meet the cost arising out of such a large 
amount of free hospital services is not only a social 
and financial problem of considerable importance, 
but must be thought of in terms of effecting an 
equitable distribution of medical services, and an 
allocation of the limited funds available for the in- 
dividual and community health budget, among the 
services of public health agencies, private physician, 
and hospital. 


Hospital Facts and Figures 


The importance of the New Jersey general hos- 
pitals as an economic factor in the community is 
demonstrated by the following figures: 

More than seventy general hospitals in New 
Jersey with a total capacity of over 14,000 beds, 
represent a capital investment of nearly seventy mil- 
lion dollars. To the 215,000 patients admitted dur- 
ing 1935 were rendered 2,860,000 patient days at 
a cost of more than $14,000,000—of which only 
$6,750,000 (or 48 per cent) was covered by receipts 
from patients, while the remaining $7,250,000 (or 
52 per cent) had to be met mainly by tax funds and 
to some extent through private contributions and 
income from endowments. 

In 1935 sixty-nine per cent of all in-patient admis- 
sions were to the wards of the hospital. To these 
patients were rendered seventy-five per cent of the 
in-patient days. 

Out-patient services, too, have reached enormous 
proportions: more than 400,000 persons were ad- 
mitted to clinics during 1935 and they paid over one 
million visits in the course of their clinic treatment. 
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From the hospital economics standpoint it is im- 
portant to remember that one out of every twenty of 
the population of New Jersey enters a hospital in 
the course of a year, and more than half of the births 
occurring in New Jersey take place in general hos- 
pitals. 


Emergency Relief Health Services 


The already large amount of free hospital service 
rendered before the depression was considerably 
augmented with the comprehensive health service 
program by the State Emergency Relief Adminis- 
tration in November, 1931. This program, in addi- 
tion to payments to general hospitals for the care 
of relief patients, included payments fot medical 
services in the physicians’ offices and the furnishing 
of needed medical supplies. 

From the beginning of the program of financial 
support of general health services in November, 
1931, to March, 1936, the New Jersey State Emer- 
gency Relief Administration spent $6,404,719. This 
amount is divided among the different health services 
as follows: 

5. NEN. 5. Cnc eve ceavelivences $2,517,055 
2. Medical and Dental Services........ 2,805,267 
3. Medical and Pharmaceutical Supplies. 1,082,397 


Convalescent Care 


Hospital economics will have to concern itself 
seriously with the problem of providing adequate 
institutional facilities for the care of convalescents. 
Experience has shown that many patients who have 
passed the acute stage of illness and no longer are 
in need of the continuous medical and nursing care 
of a general hospital, could suitably be cared for in 
an appropriate home for convalescents. 

In urban communities where a large number of 
patients discharged from hospitals are obliged to 
return to homes where they cannot obtain the type 
of care which is necessary for an accelerated re- 
covery, it is especially important that adequate con- 
valescent facilities be provided. 

It should also be pointed out that the average 
patient from the low-income group, recovering from 
an illness finds the economic burden of convalescence 
quite as heavy as that entailed by hospital care, and 
often while able to pay for the treatment of his 
acute illness, is forced to seek financial aid during 
the period of convalescence. 

In view of the fact that the convalescent institu- 
tion should provide an environment of ordinary 
life, hospital people feel the 


“chronic patients would not be admitted to a 
convalescent home whose primary business is 
to restore people to normal ways of life. The 
fundamental differences which exist in the 


psychological and other aspects of the two ques- 
tions make it undesirable to combine the care 
of convalescents and the care of patients af- 
flicted with chronic ailments.”* 
It would seem, therefore, that the hospital dollar 
will have to be stretched still further for it is strong- 
ly felt in hospital circles that 

“much groundwork remains to be done in prep- 
aration for the long overdue expansion which 
may be predicted, with regard to both the pro- 
vision and utilization of institutions for con- 
valescents in the future. Aims and purposes 
must be better defined, standards established, 
principles and practices better determined. 
Personnel must be developed and provisions 
must be made for adequate support and super- 
vision, as well as for a close tie-up with social 
service agencies. Above all, the active interest 
of the medical staffs of the hospitals must be 
enlisted in the problem.”? 


Care of Chronically Il 


Hospital administrators will have to recognize 
increasingly the problems in hospital economics in- 
volved in planning to provide the special facilities 
which are urgently needed for the chronically ill. 
It is becoming more and more recognized that 

“chronic diseases are so manifold in their causes 

and manifestations, they occur at all ages from 

childhood to senescence, they involve such a 

variety of factors as medical care, social adjust- 

ment, economic assistance, occupational rehabili- 
tation that a community program for their care 
must be drawn on the broadest lines.’’® 

A precedent to provide adequate facilities for the 
sufferer from chronic diseases has been established 
in the care of the mentally ill and the tuberculous. 
Beginning with almshouse care for this type of suf- 
ferer, passing on to later provisions of the cus- 
todial type of institution, we have finally created 
special hospitals with active medical and social re- 
habilitative programs and are beginning to develop 
broad preventive programs. 

For the great mass of the chronically ill, few 
facilities for medical care or scientific study are 
available at the present time and to a large extent 
the care afforded them is still of the almshouse type. 

At present a considerable number of chronic 
patients are kept for weeks in acute beds in gen- 
eral hospitals at an unnecessarily high cost, Many 
others of the chronic patients are obliged to receive 
care in their homes because of the lack of institu- 
tional beds. Experience has shown that the aver- 
age community needs more of these special hos- 


1“The Need of Convalescent Homes” Hospitals, the Jour- 
nal of the American Hospital Association, February, 1936. 

2“The Need of Convalescent Homes” Hospitals, the Jour- 
nal of the American —, Association, February, 1936. 
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pitals. Many patients who require but a few days’ 
care in the acute hospital at $5.00 a day could then 
be moved to a convalescent home where the cost is 
around $2.00 a day. 


It has been suggested that in the present emer- 
gency, general hospitals, not sufficiently patronized, 
might set aside certain sections or wards for chronic 
patients, many of whom could pay a moderate rate. 
Where a community has a constant excess of acute 
beds, it has been proposed that one or more of its 
general hospitals with buildings and grounds suited 
for the purpose, might be converted to the care of 
chronically ill thus lowering the cost of their care 
generally. 


Effect of Population Changes on Hospital 


In connection with the future development of hos- 
pital care for chronic patients, it is important to 
consider the recent findings of population studies 
which demonstrate to what extent the people of the 
United States are tending to become an “aged” 
population, and to realize that the changes which 
are taking place in the growth and make-up of the 
population will have a definite effect upon hospital 
developments in general. 


Such a study was recently published by Dr. War- 
ren S. Thompson* and showed that there has been 


a tremendous decline in the birth rate in recent 
decades and this is likely to continue. At the same 
time the proportion of the older age groups in the 
total population is constantly increasing. Dr. 
Thompson points out that, whereas thirty-nine per 
cent of our population is now under twenty and 
only twenty-three per cent forty-five or over, in 
1980 there are likely to be only twenty-five per cent 
under twenty and forty per cent forty-five or over. 
The proportion over sixty-five will increase about 
two and one-half times by 1980 while our total 
population may be very little larger than it now is. 


Vital statistics have shown that tremendous 
strides have been made in conquering diseases of 
early childhood, but that chronic diseases such as 
cancer, diabetes, cerebral hemorrhage, diseases of 
the heart and arteries, and nephritis have been taking 
an increasing toll of human life. For a number of 
decades there has been very little improvement in 
the death rates of people aged forty and over, while 
at sixty and over there is some evidence that death 
rates are higher than in the past. 


On the basis of the age changes in the population 
and of changes in the vital rates, Dr. Thompson 
prognosticates the new organization and_ financial 
problems which the hospital will be called upon to 


*Modern Hospital, February, 1936. 


solve. It seems likely that the hospital facilities for 
the treatment of the acute diseases of children and 
young adults will be less and less needed, or at most, 
will need less expansion than the facilities for the 
treatment of the organic diseases of older people. 
Hospital facilities to care for confinement cases will 
hardly need to be expanded, because even a consider- 
able increase in the proportion of confinements tak- 
ing place in hospitals can probably be cared for 
through existing facilities. 


On the other hand, an aging population and the 
stubborn nature of the chronic and organic diseases 
of the elderly would indicate a definite increase in 
the demand for hospital services to the aged and to 
those with chronic ailments. Since the methods of 
diagnosis and treatment of organic and chronic ail- 
ments are very different from those used in dealing 
with acute diseases, it appears that hospitals, which 
must bear a large share of this new public health 
attack, will have to undertake many new functions 
—or at least will have to expand largely their facili- 
ties for the diagnosis and treatment of organic ail- 
ments, and find a method of meeting the costs which 
these fundamental changes will entail. 


Psychiatric Service in General Hospitals 


Another problem which hospital economics will 
undoubtedly have to face, is to help in creating hos- 
pital facilities which will become a part of a broad 
program for the prevention of mental illness. While 
we have conquered diseases of youth and are be- 
ginning to make some impressions on the control of 
chronic diseases, the control of mental diseases 
barely has begun. For the sateguard of individuals 
and communities in this high speed age, society must 
find proper methods of control. This is not only a 
medical problem but definitely a problem of hospital 
economics. It calls for generous support of research 
in the mental hygiene field. 


The mental hygiene clinic system in New Jersey, 
established largely in connection with general hos- 
pitals has made an auspicious beginning—it needs 
to be considerably extended and psychiatric in- 
patient services must be developed. 


With the growing recognition of the importance 
of early diagnosis and treatment of mental ailments, 
the modern general hospital is today being asked 
to give the nervous and mental patient the same 
chance to get well that is afforded the physically 
ill; to provide psychiatric facilities which will as- 
sure the sufferer from nervous and mental disorders 
the same thorough examination and understanding 
treatment which are obtainable by patients sick with 
bodily ailments. 
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In the local general hospitals are already avail- 
able the many facilities required for the diagnosis 
and treatment of mental disorders. The existing 
out-patient department, with little modification in its 
organization, will be able to care for persons suffer- 
ing from nervous and mental disorders as clinic 
patients. Whenever needed, specialized psychiatric, 
medical and nursing services are available to the 
general hospital from the various state and county 
mental hospitals in New Jersey and neighboring 
states. 


Group Hospitalization 


A most desirable state in hospital economics 
would be reached if the majority of the hospital 
patients were able to pay for their own hospital 
care, and if every person including the low wage 
earner were able to meet the cost of hospital care 
without charitable assistance. However, the cost 
of sickness is unequally distributed and in many 
cases illness even of short duration is a serious drain 
upon the family budget. 

It is encouraging therefore that progress is being 
made in plans for group hospitalization, regarded 
as one of the important constructive measures pro- 
posed, to enable individuals to meet the hazard of 
the unequal cost of illness and to distribute the hos- 
pital cost over a large group of similarly situated 
individuals. 


It offers an incentive for giving or subscribing 
funds to social enterprises which represent the in- 
dependent efforts of thoughtful men and women to 
meet the social problems of their own community 
by their own foresight and by means directly under 
their control. 


There are more than 300,000 persons encompassed 
by existing group hospitalization plans in the United 
States. Most of these subscribers are located in 
the larger population centers: New York, Newark, 
Cleveland, and Washington. North Carolina has 
recently developed a Hospital Saving Association to 
take in workers in rural communities, It is concen- 
trating its efforts on people who usually do not pay 
their own hospital bills, limiting the plan to ward 
service so as to cover the large mass of low wage 
earners such as cotton mill workers, tenant farmers, 
and particularly the negroes. 


The American Hospital Association, recognizing 
the importance of group hospitalization as an aid to 
hospital finances, recently has reaffirmed its approval 
of group hospitalization according to the standards 
established three years ago, namely, emphasis on 
public welfare, non-profit sponsorship and control, 
free choice of hospital and physician, limitation of 


July, 1936 


benefits of hospital care, ethical and dignified pro- 
motion, and economic and actuarial soundness. 


Washington (D. C.) Medical Economic 
Security Plan 


With the establishment of the Medical Economic 
Security Administration in Washington (D. C.) an 
attempt has been made to meet the-pressing eco- 
nomic problems of the medical profession as well 
as those of the hospitals. Moreover, the plan 
promises to coordinate effectively the medical and 
hospital resources of the community. 

The Medical Economic Security Administration 
embraces three divisions, the Central Admitting 
Bureau for Hospitals, the Permit Bureau of the 
Board of Public Welfare, and the Medical-Dental 
Service Bureau. Coordinated with the Administra- 
tion is group hospitalization. 

To the Central Admitting Bureau is given the 
task of handling all those who apply for Community 
Fund aid in sickness who are referred by their own 
physicians or sent by a hospital dispensary. A fund 
of $300,000 is allocated to the hospitals, of which 
$200,000 is for in-patients, and $100,000 for out- 
patient services. The Bureau establishes the 
eligibility of all who receive Community Chest Aid 
in obtaining hospital treatment of any kind, and at 
the same time ascertains what patients are able to 
pay in part or in whole through a budget plan for 
their care whether as in-patient or as out-patient. 
Arrangements are made to meet the patient’s need; 
and payments are fixed in proportion to his income 
and responsibilities. 

The Central Admitting Bureau guarantees pay- 
ment to the hospital for every patient cleared 
through its channel. The bill may be shared by the 
patient and the Community Chest or the patient may 
promise to meet it on a deferred payment plan. 
When the Central Admitting Bureau finds that a 
patient is unable to pay anything for his hospital 
care, the case is referred to the permit Bureau of 
the Board of Public Welfare. While separate 
entities, the two bureaus are closely knit in their 
work and cooperate to check cases and above all to 
prevent imposition and create justice. This Bureau 
gives.a thorough examination to those who are held 
to be indigent, checks up on their statements and 
asks the investigation staff of the Central Admitting 
Bureau for Hospitals to look up any doubtful cases 
through home visits. 

The Medical-Dental Service Bureau is the third 
agency in the coordinated Washington Medical 
Economic Security plan. This is a cooperative, non- 
profit office operated by the members of the Medica] 
and Dental Societies and the private hospitals of 
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Washington. It maintains a qualified confidential 
staff with whom any patient may take up his indi- 
vidual problem of medical, dental, or hospital ‘ex- 
pense and have worked out an equitable adjustment 
and plan of payment of his old, present, or con- 
templated medical expense, 

Three cardinal principles have been observed in 
the medical-dental and hospital professions’ plan for 
medical security, and the machinery to make this 
plan possible has been created in the Medical-Dental 
Bureau. These principles include: First, that there 
should and can be only one standard of medical care 
and that is the best. Second, that every person, 
man, woman, and child should have the right at all 
times to choose his own physician, dentist, and hos- 
pital when he pays for such service. Third, that all 
those deserving patients who are steadily employed 
but have limited incomes (through no fault of their 
own) have created for them ways and means where- 
by, as respected citizens and patients, they can be 
permitted to pay in accordance with their circum- 
stances and ability to pay. 

The benefits arising out of the Washington medi- 
cal-economic security plan have been succinctly 
summarized by Elwood Street, the Director of the 
Public Welfare Department of the District of 
Columbia. 


“The new system cuts down payments by 
contributors and taxpayers for the care of 
indigent persons in hospitals and clinics and 
increased collections by hospitals from patients 
who are able to pay all or part of the costs of 
their care, augmenting fees paid to doctors and 
dentists. Another advantage of the plan is that 
for the first time an American community can 
gather exact statistics on the medical and dental 
care which is rendered at less than cost. The 
medical needs of the community are seen as a 
whole and handled as a whole, on a basis which 
will provide for increasingly effective public 
health management.” (Today, May 25, 1935.) 


Washington Plan in New Jersey 


With the Washington Plan as a model a group 
of well-known physicians and dentists of Essex 
County have established the Medical-Dental Service 
Bureau of Essex County with an executive director 
in charge. In an attractively prepared pamphlet 
addressed to the prospective patient the Medical- 
Dental Service Bureau of Essex County thus ex- 
plains its services: 


“The physicians, dentists, and hospitals of 
your city have established the Medical-Dental 
Service Bureau, a non-profit organization, to 
help you to take care of present and future sick- 
ness and dental expenses in convenient pay- 
ments. They have set up this Bureau and bear 
the cost of its operation because they do not 


want you to deny yourself or your family 
needed treatment. Having spent years in study 
preparing themselves to combat disease, to ease 
suffering and to safeguard health, they realize 
that they cannot succeed in giving you the best 
possible service if the economic factor stands 
in your way. 


“You no longer have to worry about your 
family’s future health or present health bills. 
No longer will it be necessary for you to borrow 
money at exorbitant interest rates. The picture 
is entirely changed. You can now use the 
Bureau absolutely free of charge to pay sickness 
and dental expenses in convenient payments 
arranged according to your ability to pay. 


“There is no ‘catch’ in this. The professional 
men have established the Bureau and are will- 
ing to bear its operating cost, not for charitable 
reasons, but purely as a matter of good business. 
They know that in these times you and many 
like you are putting off needed treatment be- 
cause of the lack of available money and per- 
haps the embarrassment of unpaid bills, Realiz- 
ing this, the physicians, dentists, and the hospi- 
tals have established the Bureau to help you 
help yourself. 


“The Medical-Dental Service Bureau main- 
tains a courteous and sympathetic staff with 
whom you can frankly discuss your problem 
in privacy and with whom you can work out a 
regular payment plan in keeping with your 
budget. There is no red tape, no extra charge 
of any kind, no interest or endorsement, no 
embarrassing investigations. Our service is 
prompt, confidential and business-like. 


“As your ‘financial doctor’ we will help you 
‘doctor’ the family budget so that you can con- 
veniently and comfortably take care of all sick- 
ness and dental expenses and thus we can re- 
lieve you of the hardship that, coming hand in 
hand with sickness, so often delays recovery.” 


Bureaus similar to that of Essex County now are 
functioning in Union and Passaic Counties. The 
Medical Society of New Jersey which is promoting 
the establishment of Medical-Dental Service Bureaus 
throughout the state sees the following advantages : 


1. Protection of public funds, whether govern- 
ment appropriation or charitable donations, from 
misuse by those capable of paying their own way. 


2. Protection of physicians’ freely given services 
against those able to pay their own way. 


3. Provision of needed medical service of high 
standard on a basis that is economic and acceptable 
to the patient, whether he be indigent, modified pay, 
or full pay. 


4. The coordination of all types and kinds of 
medical service—governmental and otherwise—for 
the most effective use of these several agencies. 

5. Maintenance of the principle of free choice 
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of physician by patients; and preservation of the 
essential personal patient-physician relationship. 

6. Provision of needed medical service of high 
standard on a basis that is economic and acceptable 
to the patient, whether he be indigent, modified pay, 
or full pay. 


Hospital Extension Service 


As new medical discoveries are made, new meth- 
ods of control of disease inaugurated, and new pre- 
ventive methods developed—all requiring highly or- 
ganized medical services and unusual laboratory and 
therapeutic facilities—the physician is bound to af- 
filiate himself ever more closely and actively with 
the local hospital which is near at hand. As has 
been pointed out by Dr. Michael M. Davis, two- 
thirds of the practicing physicians of the country 
are now associated with hospitals and clinics, and a 
thousand of the hospitals have already taken the sig- 
nificant step of supplying quarters in which local 
physicians may carry on private office practice. This 
is regarded as one of the important recent trends 
in hospital work, representing an economic use of 
capital investment, a recognition of the hospifal’s 
place as a medical center, and an important incentive 
to coordinated work among physicians. 


Research in Hospital Economics 


A number of foundations such as the Duke En- 
dowment, the Commonwealth Fund, and the Julius 
Rosenwald Fund, as well as the national and local 
hospital associations, have been actively engaged in 
research work in hospital economics and have added 
substantial information to the knowledge of how to 
meet the hospitals’ pressing problems. 

The Julius Rosenwald Fund has added to our 
knowledge of hospital economics through studies 
devoted to plans instituted by physicians, hospitals 
or lay bodies, designed to improve the quality or 
reduce the costs of medical care, or to make it easier 
for the average family to pay for it. 

The Commonwealth Fund has made contributions 
towards better health through subsidy and technical 
advice for rural health departments for small com- 
munity hospitals in rural districts, through medical 
education, and through research into the cause and 
cure of a number of diseases. 


The Way Out 


Among the many suggestions advanced to help in 
solving the problem of maintaining a proper scien- 
tific and financial balance between hospital income 
and expenditures, guaranteeing at the same time 
adequate hospital service which will meet the rapidly 
changing events in the scientific and economic world, 





the following more important ones may be briefly 
referred to here. The ideas developed through the 
painstaking work of two committees of the Ameri- 
can Hospital Association—the Committee on Hos- 
pital Income and Bed Occupancy and the Committee 
on Planning and Equipment—have been found very 
useful in this connection. 


I. 


Secure larger number of individual hospital con- 
tributors on a basis of community interest and with 
the recognition that private contributions must con- 
tinue to play an important part in hospital finances. 
Through requests for private contributions a sense 
of community responsibility is preserved and a 
broader basis for hospital support secured. 

The contributor should be made to feel that the 
hospital is a community enterprise which should be 
liberally supported because of one’s regard for one’s 
neighbor and because of the self protection it af- 
fords from disease. While individual contributions 
may not be so large, a greater number of contribu- 
tors is a good sign showing lively interest in hos- 
pital affairs and affording sounder financial founda- 
tions upon which the hospitals rest. 


II. 


Work out plan to secure equitable allocation of 
tax funds for support of indigents who are the 
community’s responsibility. It will probably be 
found that the existing system of county and mu- 
nicipal aid can be made adequate and flexible enough 
to meet the growing financial needs of general hos- 
pitals. However, in order to have all the hospitals 
treated on an equitable basis throughout the state 
there should be general acceptance of standards 
which might include the following: the amount of 
public money granted should bear a definite relation 
to the amount of free service rendered to indigent 
patients; reports showing the extent and cost of 
service to indigent patients should be furnished by 
the hospital to the public authorities in a manner 
and on forms prescribed by the public authorities ; 
and the right of inspection should exist and be exer- 
cised by public authorities to check up on the general 
quality of service and the extent of free service. 

In this connection a plan through which adequate 
need or care could be afforded to the needy, de- 
veloped by the Medical Society of New Jersey, 
might be considered, It includes the following pro- 
visions : 

1. Care of the permanent unemployables in gov- 

ernment managed institutions. 


2. More generous support of hospitals by society, 
particularly of the free services. 


Since the 








physician is donating his services for little or 
nothing, it is the plain duty of the society to 
provide the facilities by use of which he can 
give adequate medical service. 

3. More careful selection of the type of case re- 
ferred to hospital clinics will result in a much 
higher grade of professional service. 

4. Part payment to the physician for treatment of 

the unemployed indigent, according to the plan 

that was in operation under Medical Emer- 
gency Relief. 

Preventive medicine to be furnished in the 

doctor’s office for the needy, part pay and full 

pay patients through cooperation with the 

Department of Public Health by way of Pub- 

lic Health Hour. 

6. Adjustment of the cost of medical service for 
members of the low wage class to fit the ability 
of the individual to pay, according to the prin- 
ciples of the so-called Washington Plan. 
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III. 


Create machinery for the central purchasing of 
supplies and for the common collection of accounts. 
Suggestions for work along this line are the efforts 
made by the Hospital Council of Essex County 
through which considerable savings to the individual 
hospital have been effected. The Washington plan 
likewise offers opportunities for seeing that those 
that are able to pay, compensate for their hospital 
care within the limits of their economic capacity. 


IV. 


Establish “hospital zones” to effect control over 
admissions to out-patient departments. Coordinate 
the clinic services of the community so as to allocate 
the services needed without infringing upon the 
patient’s free choice. The experience of the District 
of Columbia has been that under its medical- 
economic service project it has prevented trading 
between clinics and out-patient departments of hos- 
pitals. Under the old lack of system a persistent 
individual might go from clinic to clinic, securing 
treatment for an actual or imagined ailment, without 
any of the clinics knowing what the others had done 
with the patient and for him. Under the new plan, 
the patient cannot change clinics without the ap- 
proval of the Central Admitting Bureau, to the ad- 
vantage of both the patient and the clinic. 


Me 


Effect control over new hospital building develop- 
ments and other new capital expenditures so as to 
relate them to local community needs as a whole 
rather than to the desires of individual hospitals. 
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Under this plan the general hospital will be looked 
upon as a community institution serving the com- 
munity as a whole and will find its proper place in 
the community picture. Under the guidance of some 
public agency a yardstick will be developed with 
which to appraise the hospital needs of the com- 
munity and to guide future building developments. 
Such control will prevent erection of hospital struc- 
tures and purchase of equipment not needed, and 
eventually will prevent oversupply of hospital facili- 
ties, secure even distribution of hospital use, and 
preserve the public funds as well as provide funds 
which must go toward the support of indigent 
patients. 

Hospital surveys will be found useful in this con- 
nection. The technique which is being developed in 
the survey made by the United Hospital Fund of 
New York in charting the hospital needs of the 
metropolis will be watched with interest by the hos- 
pital world. The survey which will make an attempt 
to project the needs of the population of metropoli- 
tan New York in 1965, includes the following activi- 
ties: population served and purchasing power; birth 
and death rates in relation to existing facilities; 
study of institutions and agencies engaged in the or- 
ganized care of the sick; out-patient departments, 
whether connected or independent; homes for 
chronic patients; or hospitals for chronics; homes 
for convalescents; visiting nurse associations; the 
medical social service as a particular problem of ad- 
ministrative care of the sick; ambulance care or 
ambulance service; and domiciliary medical care. 


VI. 


Effect hospital community coordination through 
creation of local hospital councils, composed of hos- 
pital administrators, physicians, social and health 
workers to observe trends in hospital services, ex- 
change information and create mutual understanding. 

Recently more inclusive local health councils have 
been created for the purpose of studying the entire 
community’s health needs and to adjust the existing 
facilities to the end that all needs may be more 
adequately and more equally met. Such councils 
would include representatives of organized medicine, 
the public and school health departments, volunteer 
health organizations and all other social welfare 
agencies of the community in any way related to 
health work. 


The work of most of the existing health councils 
has proved effective. Since their growth and widen- 
ing usefulness is being predicted, we may expect that 
they will make a notable contribution toward solving 
the problem involved in the proper allocation of the 
health and hospital budget. 
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Hospitals and the Law 


With Special Reference to Decisions of the Michigan Supreme Court 


JOHN M. DUNHAM 
(Of the Grand Rapids Bar) 


T HE ORIGIN OF HOSPITALS is unknown. Their 
development, however, has been parallel with Chri- 
tianity. Other religions, also, have known some form 
of hospitals, and the existence of institutions dis- 
pensing hospitality, caring for the needy and giving 
shelter, dates far back into antiquity. 

In modern days hospitals have developed along 
two lines; one, the public hospital; and two, the 
private hospital. In its commonly accepted sense 
today the hospital is an institution founded through 
charity where the sick and disabled may be treated 
at their own expense or receive the aid of the charita- 
ble fund. One of the first charitable hospitals known 
to history was established in the fourth century by 
an Italian lady named Fabiola, who, as an act of 
penance, created a fund for such a purpose, 

Private hospitals so-called are ordinarily charitable 
institutions although a private hospital may be a 
public charity. The public hospital is one owned 
by the public and devoted chiefly to public uses and 
purposes. Whether it is public or private depends 
primarily upon the purposes for which it was created 
and the circumstances attending its practices. 

In the last half century, hospitals have seen their 
greatest development. While the number of insti- 
tutions has not increased greatly, the units have in- 
creased in size and accommodations, and in their 
abilities and capacities to care for patients. Private 
hospitals today, in many cases, have become very 
large and outstanding institutions. Some of them 
have hundreds of employees. Many have large en- 
dowments. Consequently, the modern hospital is 
confronted by legal problems and questions every 
day. They have problems relating to the investment 
of their funds. They have problems relating to tax- 
ation. They have the problem of liability to em- 
ployees. They are confronted by legal questions 
growing out of matters of contract and out of the 
very incorporation of the hospital itself 


The Extension of Modern Law Into the Hospital 
Field 

The great development of modern law and its 

extension into every field of activity in modern life 

is nowhere better illustrated than with the hospital. 

Today, as never before, the managing director or 
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superintendent and the Board of Trustees or direc- 
tors must know or be advised at every turn of the 
legal rights and obligations of the hospital. 

I cannot touch many of these questions, important 
though they may be. One could scarcely express a 
concrete opinion upon some of the matters in any 
event because cases of various types so largely stand 
or fall upon the facts in each peculiar case. 

There are many statutes in this state pertaining to 
the conducting and operating of hospitals. These I 
shall pass by, and so far as the legal rights and obliga- 
tions of a hospital is concerned, in matters of con- 
tract law, it will be sufficient to state that a hospital 
is liable upon its contract the same as any other 
corporation, assuming, of course, that the one execut- 
ing the contract on behalf of the corporation, has 
authority to do so. 

Law as a whole, aside from matters of procedure 
and procedural remedies, is divided into contract and 
non-contract law. Non-contract law is ordinarily 
termed the law of negligence. Negligence briefly 
defined is the failure to use due care under given 
circumstances, and due care is the care used and ex- 
ercised by the ordinarily prudent person under the 
same or similar circumstances. 


The Law of Negligence 


An individual is liable for his negligent acts if 
they constitute the proximate cause of injury to an- 
other. A corporation is liable for the negligent acts 
of its servants acting within the scope of their au- 
thority. This is the doctrine of Respondeat Superior, 
meaning the superior must answer or respond. But 
this is not the general rule applicable to hospitals, 
charitable or semi-charitable corporations, and be- 
cause of the great interest in some recent Michigan 
cases involving the liability of hospitals, I shall 
confine myself for a few moments to a discussion of 
them. 

The law of negligence has developed very largely 
within the last fifty years. While I have not made 
a careful research to find the first case involving the 
liability of a hospital for negligence, the first one of 
which I have a record was only a little more than 
fifty years ago. 
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It is often said that a hospital is not liable for the 
negligent acts of its servants and employees, if it, 
through its officers, has used due care in the select- 
ing of such servants, and yet, some courts have held 
a charitable corporation not liable even where they 
have selected utterly incompetent servants. 


Due Care in the Selection of Servants 


What is due care in the selection of servants? The 
adjudicated cases upon this matter are not helpful. 
Some courts have merely decided the given case 
without knowing why. The hospital must, of course, 
use reasonable care, the care that would be exercised 
by the ordinarily reasonable or prudent person in a 
similar position and under similar conditions. Of 
course, when that employee is a nurse or physician 
or surgeon, the matter of due care in his selection is 
easily defined, because a physician or surgeon must 
be selected who possesses and exercises such skill, 
diligence and learning as is possessed and exercised 
by the ordinary practitioner in the same or a similar 
locality. 

The layman often inquires why a hospital should 
not be liable for negligence. This is not an easy ques- 
tion to answer to the lay mind. However, there are 
three distinct and independent theories upon which 
non-liability may be based and there is a wide 
divergence of judicial opinion upon the matter. In 
at least one of our states full liability for negligence 
has been placed upon hospitals by courts. Such 
holding was later over-turned by legislative enact- 
ment. The precedent, however, is of value because 
it shows what courts might do upon given occasion. 


Three Theories of Non-liability 


The three theories upon which non-liability is 
predicated are: the trust fund theory, the implied 
waiver theory, and the public policy theory, 

The trust fund doctrine for the exemption from 
liability holds merely that a trust fund cannot be 
made liable for breaches of trust by the trustees. If 
one or more people have created a fund to be held 
in trust and to be used for specific purposes, it must 
be used for those and no other purposes. Obviously 
it cannot be used to pay for’ negligent acts of those 
administering the fund because no provision is made 
for negligence. No negligence is contemplated by the 
donors, nor is it authorized. If the trustees or man- 
agers of the fund are negligent they must respond 
for their negligent acts the same as any other indi- 
vidual. It was said in a leading case upon this 
theory : 


“No principle of law seems to be better established 
both upon reason and authority than that which de- 
clares a purely charitable institution supported by 
funds furnished by public and private charity, can- 
not be made liable in damages for the negligent acts 


of its servants. Were it not so it is not difficult to 
discern the private gift and public aid would not long 
be contributed to feed the hungry mob. All charita- 
ble institutions of all kinds would ultimately cease or 
become greatly impaired in their usefulness.” (Perry 
vs. House of Refuge (Md.), 52 A. R. 495.) 


Michigan Cases 


The Michigan cases upon this proposition are of 
unusual interest. The first one of importance is 
Downs vs. Harper Hospital, 101 Michigan 555 
(1894). Plaintiff’s husband became insane from 
disease and, upon the advice of his physician, was 
taken to the defendant hospital. There he became 
violent and was confined in a room in the third story 
of the building. The patient, while violent, wrenched 
an iron bar off the window, jumped out and was 
killed, Suit was brought for the benefit of the wife 
and children, claiming negligence on the part of the 
hospital. In affirming judgment for defendant, our 
court said: 

“Tf, in the proper execution of the trust, a trustee 
or an employee commits an act of negligence, he may 
be held responsible for his negligent act; but the law 
jealously guards the charitable trust fund, and does 
not permit it to be frittered away by the negligent 
act of those employed in its execution. The trustees 
of those funds could not by their own act divert it 
from the purpose for which it was given. * * * It 
certainly follows that the fund can not be indirectly 
diverted by the tortious or negligent acts of the man- 
agers of the fund or their employees, though such 
acts result in damage to an innocent beneficiary. 
Those voluntarily accepting the benefit of the charity 
accept it upon this condition.” 

It would seem from this language, that our court 
is committed not only to the trust fund theory, but 
to the doctrine of waiver, which I will presently 
discuss. 


In Pepke vs. Grace Hospital, 130 Michigan 
493, it was again held that a charitable hospital 
organized and maintained, not for private gain, but 
for the care and medical treatment of the sick, can- 
not be made liable for the negligence of its employees. 

The next case was Bruce vs. Henry Ford Hos- 
pital, 254 Michigan 394, where suit was brought 
for malpractice. A directed verdict for the defendant 
hospital was sustained on appeal, our court held that 
as a charitable institution the hospital was not liable 
for the negligence of its surgeons. 


The next case, and one of wide interest, was 
Greatrex vs. Evangelical Deaconess Hospital, 
261 Michigan 237. This case gained nation-wide 
publicity. It was claimed that a nurse, in the hos- 
pital, mixed up two children ; that plaintiff’s son was 
taken from the hospital by another party. Shortly 
after this party left the hospital with the child, 
plaintiff Greatrex called for his child. The mistake 
was then discovered. All efforts to recover this baby 
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or trace it were futile, although our papers have 
within the last few months carried some explanations, 
given by a degenerate, now serving a long term in 
prison. 

In its opinion, the court reviewed the authorities 
on the subject and affirmed judgment for defendant 
hospital, saying that it was a hospital for non profit. 
supported by benevolence, and that the contributors 
to this benevolent fund could not be liable or their 
funds held liable for the mistake of a nurse in giving 
plaintiff’s baby to another. This case also involved 
a somewhat novel theory. It was not planted entirely 
on negligence, but plaintiff also claimed in assumpsit, 
basing this count upon a contract with the hospital, 
which agreed for hire to properly care for the baby. 
Our appellate court did not approve this theory, hold- 
ing that it was apparent upon the face of the case 
that the action was one sounding in tort for negli- 
gence. 

The Theory of Implied Benefits 

In many jurisdictions the courts adhere to the 
theory of implied benefits, which, briefly stated, is 
that by the acceptance of benefits from either a pub- 
lic or private charity, one enters into a relation which 
exempts the beneficiary of liability for negligence of 
its servants in administrating charity. Some of the 
courts add to this, the provision that there must have 
been due care used in the selection of the servant. 
One of the:leading courts which adheres to this doc- 
trine is that of Massachusetts, and in one case that 
court said in part: 

“The purity of their aims may not justify their 
torts; but if a suffering man avails himself of their 
charity, he takes the risks of malpractice, if their 
charity agents have been carefully selected.” (Powers 
vs. Mass. Hospital, 109 Federal 294.) 

In another case, the Missouri Court said: 

“So it may be said that any citizen who accepts the 
service of such institution * * * does so upon the 
ground, or the implied assurance, that he will assert 
no complaint, which has for its object, or perhaps we 
should say, for its result, a total or partial destruc- 
tion of the institution itself.” (Adams vs. Hospital, 
122 Missouri App. 675.) 

Public Policy Theory 

The third theory mentioned, is the public policy 
theory. One of the leading exponents of this rule 
is the Wisconsin Court, and in one case they spoke 
as follows: 

“Without discussing the relative merits of these 
different grounds, we prefer to rest our decision upon 
the principle that, since these charitable hospitals 
perform a quasi public function in administering to 
the poor and sick, without any pecuniary profit to 
themselves, the doctrine of respondeat superior 
should not be applied to them in favor of those re- 
ceiving their charitable services. . . . Since the hos- 
pital derives no profit from its work, and since it 
is founded for the sole purpose of conserving the 
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health and life of all who may need its aid, and since 
it administers to those who cannot pay, as well as 
those who can * * * justice and a sound public policy 
alike dictate that it should be exempt from the liabil- 
ity attaching to masters whose only aim is to engage 
in enterprises of profit or of self-interest.” (Mor- 
rison vs. Henke, 165 Wisconsin 166.) 

These briefly are the theories and the arguments 
of the American Courts which hold hospitals not 
liable for negligence. The English Courts, it is said, 
are beginning to take a somewhat more liberal view 
of the rights of the public and in some recent cases 
liability of charitable institutions has been sustained. 
Whether this tendency will grow is purely specula- 
tive. However, with the wide-spread criticism of 
courts, the denouncing of many recent holdings 
which are absolutely in accord with legal principles, 
with the tremendous demand for changes in the 
theory of our government, with agitation for experi- 
ment in the field of economics and industry, it is not 
beyond possibility that more liberal courts in the 
future may hold hospitals liable. 


Hospitals Should Carry Liability Insurance 

I briefly mention this because I realize there is a 
great difference of opinion today as to whether or 
not hospitals should carry public liability insurance. 
Many sound thinkers with good business judgment, 
believe it is advisable. Liability may not attach to 
a hospital, but if such a policy of insurance is car- 
ried, in the event of suit the insured institution might 
in any one case gain larger financial benefit than the 
policy cost. 

It is my opinion that the trust fund theory of non- 
liability is the most sound in principle. In addition 
it perhaps will be the least susceptible to any change 
based upon new economic or social theories. Legal 
precedent based solely upon public policy may be 
modified or set aside as general conditions may 
change. The reasons for rules of public policy may 
disappear over a period of time. There should be 
no change, however, as to the liability of charitable 
institutions for negligence of their servants, and I 
believe there will be no change so long as we adhere 
to the policy that trust funds must be devoted solely 
to the use for which the trust was created. 


Test Foretells Outcome of Operation 


Dr. Edgar V. Allen of the Mayo Clinic, Roches- 
ter, Minn., in collaboration with Dr. J, S. Lundy and 
Dr. A. W. Adson has developed a test which makes 
it possible for the surgeon to predict the outcome of 
operations for the relief of high blood pressure be- 
fore he starts the operation. The report on the test 
was given at the American Heart Association meet- 
ing at Kansas City. 
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I. MY DISCUSSION I shall express only my own 
personal views which I have formed as the result of 
something over twenty years’ experience as a mem- 
ber of the Board of Managers of the Paterson Gen- 
eral Hospital, during several of which years I have 
had the honor to be the President. 


The Early Organization of the Hospital 

As a basis for my remarks, I shall briefly state 
the history of the hospital, the growth and present 
extent of its activities. The hospital was organized 
in 1871 under a special charter granted by the legis- 
lature to a number of public spirited and charitably 
inclined women in the City of Paterson and it was 
first known as the Ladies’ Hospital Association of 
the City of Paterson. The charter provided that the 
Board of Managers consisting of twenty-one lady 
members elected by the Association should have full 
power to manage and conduct all the business and 
concerns of the corporation. To enable the corpora- 
tion to raise a sum of money for the purchase of a 
site and the cost of the erection and equipment of the 
hospital, the Board of Managers was authorized to 
issue script or certificates of debt not exceeding 
$50,000 and to use receipts from patients, member- 
ship dues, and gifts and bequests to repay the money 
so borrowed. The charter further provided that the 
Board of Managers should annually elect six physi- 
cians from the members of the Passaic County Medi- 
cal Society to attend the hospital. 


Its Present Organization 

Later, pursuant to legislative authority, the name 
of the Society was changed to its present name, the 
Paterson General Hospital Association (the ladies 
having retired from the management). The Board of 
Managers was increased to forty-two members, its 
present membership, and the members of the medical 
staff were made ex-officio members of the Board of 
Managers. The medical staff is now composed of 
nineteen members. The staff is assisted by an asso- 
ciate staff and a clinical assistants’ staff totaling 
forty-four in number and by consultants and ad- 


visory consultants, twelve in number. These figures 
show the growth from the original staff of only six. 
Besides the physicians and surgeons who attend to 
the treatment of the patients in the hospital there are 
at present eighty-eight student and nineteen staff 
nurses and a further personnel of one hundred thirty- 
four paid officials and employees to manage and 
operate the various departments. With the total 
beds, private, semi-private, and ward, numbering 302 
and an average occupancy of about 80 per cent, it 
will be seen that it requires about one person includ- 
ing nurses and other employees, to care for every 
patient. In other words, the population of the hos- 
pital is ordinarily about evenly divided between 
patients receiving treatment and the staff furnishing 
the treatment. ‘ 

The hospital was formally opened in April, 1871, 
with two patients. In the following months of that 
year there were a total of forty-one patients received. 
The building was frame, with, I think, only two 
stories. Its bed capacity was twelve. I believe there 
were no private rooms. That was before the time 
when persons with means, able to pay a physician 
for treatment at home, ever thought of going to a 
hospital. The primary purpose for which the insti- 
tution was organized was to furnish free medical 
and surgical treatment to those who could not afford 
to pay for it and to furnish a place in which such 
patients could receive care. The idea was strictly 
charitable. 


The members of the medical staff were leaders in 
the profession in the community and their hospital 
work was charitable in nature. That they had other 
professional motives for giving their free services 
does not detract from the noble character of their 
work, 


By 1890 the first primitive quarters had been out- 
grown and an entirely new building was erected on 
a new site a little further out from the center of the 
town in what was then an outlying, quieter district. 
It was opened in June, 1891, with a capacity of one 
hundred sixty-three beds including sixteen private 
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rooms. The cost of the ground 
and buildings was approximately 
$90,000. It took ten years to pay 
that cost, There were annual 
bazaars, balls, lawn parties, and 
carnivals and finally in 1901 there 
was a successful campaign to raise 
$100,000 to pay off the balance of 
the indebtedness and to provide 
medical improvements. That was 
the first financial campaign to raise 
any such sum conducted in our 
town. It was the precursor of 
several such campaigns which 
culminated, so far as the size was 
concerned, in a campaign to raise 
$500,000 to pay for the present 
private wing, including a new 
power plant and other additions 
and improvement, which cost alto- 
gether over $683,000 which latter 
amount has not yet been paid 
-entirely. The amount not reached by subecrip- 
tions to the campaign was procured by bonds sold to 
the public, most of which have been retired. 1 may 
say that these bonds are considered such good in- 
vestment that recently we had difficulty in prevail- 
ing upon some of the holders to accept payment in 
order to retire them. 


The present book values of the hospital buildings 
with furniture and equipment, less depreciation, is 
something over $1,324,000. Besides the physical 
properties constituting the hospital plant we have 
Endowment Funds received as charitable bequests 
and legacies with a book value of $778,000 but this 
amount is subject to a large reduction because of the 
recent depression in values of securities and real 
estate. The real estate, I may say, includes a num- 
ber of mill properties left to the hospital by the terms 
of a will at a time when those properties were very 
valuable. Certain other properties have been ac- 
quired by foreclosure of mortgages held in the En- 
dowment Fund and the management of all these prop- 
erties is a part of the duties of the Board of Man- 
agers. The total subject to such management, at 
book valuations subject to reduction for reasons I 
have indicated, exceeds $2,139,000. 


Gifts and Endowments Entrusted to the Board of 
Managers as Trustees 


Now my purpose in these prefatory remarks is 
to bring out and emphasize that every dollar in this 
huge amount, less present indebtedness, is the result 
of free charitable gifts by living persons or by de- 
ceased persons by the terms of their wills. The ag- 
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gregate of these gifts now reached 
by the physical properties and en- 
dowments is a charitable fund en- 
trusted to the members of the Board 
of Managers as trustees. It is what 
the law terms a charitable trust. 

It is the business and duty of 
the Board of Managers as trus- 
tees to manage the institution, 
its business, and property that 
the purpose for which it was orig- 
inally organized and for which it 
is being maintained shall be ac- 
complished to the greatest extent 
possible. Put nothing more can 
be demanded of them, that is to 
say, intrusted with $1.00 to spend 
none may properly demand that 
they spend more than that $1.00 
unless the person making that de- 
mand is willing to furnish the 
excess. 

That brings me to the question of income and ex- 
penditures regarding which I shall develop the same 
line of thought. Our total gross income last year was 
a little over $303,000. Of that amount some- 
thing over $223,000 was received from the patients, 
private and ward. The total expenses, not including 
capital expenditures, were approximately $308,000. 
The average cost per diem per patient during the 
year was $4.47 which I will venture to say will com- 
pare favorably with other hospitals of like size and 
character in this section of the country, so that I 
believe the Board 6f Managers met the requirements 
of their trust in efficiency and economy of manage- 
ment, 

During the last year 15,603 persons were cared for 
by the hospital, including patients, and those receiv- 
ing treatment in the out patient department. The 
average daily number of patients in the hospital 
during the year was 191. The total number of 
patients including those admitted to private and 
semi-private rooms and the wards was 5798. Of 
that number 3499 paid in whole or in part for their 
care and treatment; 2299 were unable to pay any- 
thing and received the hospital’s free beneficence. To 
furnish that free beneficence was the primary pur- 
pose for which the institution was originally organ- 
ized by that fine body of women to whom I have 
alluded and for which same purpose it has ever since 
been maintained. This free service cost for the year 
was approximately $155,000. 

The Responsibility Rests with the Board of 
Managers 

Now then I have laid the basis for my answer to 

the question proposed for discussion, On Whom 





Should the Responsibility Rest for Community Hos- 
pital Policies. My answer is that in the case of our 
hospital the responsibility rests upon the Board of 
Managers. I do not mean by that that the lay mem- 
bers of the Board can be expected to determine pro- 


fessional or scientific questions relating to the care of 


patients. That is a matter for the medical staff. I 
do not mean that the Board should attempt to de- 
termine the extent to which free services should be 
extended through the clinics and other departments 
and then require the members of the staff to render 
their services free according to such determination. 
That is to say, the Board should not open any clinics 
for free treatment without consulting the staff and 
obtaining their consent. As a matter of practice in 
our hospital the Board would leave such questions 
entirely to the staff. 

But on the other hand if the staff should propose 
an extension of the free work by opening new clincs 
or furnishing additional free treatments or services 
then it is for the Board to determine whether it 
should be done, for that raises the question of how 
much free service the charitable fund is capable of 
affording, and the trustees of the fund must decide 
that question. 

As a concrete example of what I have in mind, 
our very capable superintendent of nurses recently 
presented a report to our training school committee 
indicating a shortage of nurses. Everyone on the 
committee was inclined to agree with the report and 
would have been inclined to recommend the desired 
increase in the nursing staff but it was apparent that 


the increased cost under present conditions would 
be prohibitive. As soon as conditions warrant, that 
is to say, when the necessary funds are forthcoming, 
the desired increase in the nursing staff will no doubt 
gladly be authorized. 

That is my answer to the question. I cannot see 
on whom else the responsibility rests. At any rate, 
that is where it rests under our charter. 

But of course that does not mean that the Board 
of Managers should not be willing, and in fact they 
are always willing, to listen to advice from any re- 
liable source. They desire to keep the hospital 
abreast of the times and they realize that in order 
to do so they must listen to those in the medical pro- 
fession, the nursing profession, and to those trained 
social workers who are enlightened and capable of 
giving the advice they need. But having listened to 
all such advice the responsibility, in my opinion, rests 
finally upon the Board of Managers. 


The Determination of Policy Is Made by the 
Community 

However, in the final analysis the determination 
of policy is made by the community. The members 
of the community are those who pay the bills either 
by their voluntary charitable gifts or through public 
appropriations reflected in their tax bills. The mem- 
bers of the community can get only what they are 
willing to pay for; what they are willing to pay for, 
all those connected with the management and opera- 
tion of the hospital, the Board of Managers, the 
Medical Board and the operating staffs, will cheer- 
fully undertake to furnish. 








Minnesota State Record Librarians’ 
Association 

At the meeting of the Minnesota State Record 
Librarians Association, St. Paul, May 14, the fol- 
lowing officers were elected: 

President—Sister M. Patricia, St. Mary’s Hospi- 
tal, Duluth. 

President-Elect—Mrs. Norma Swanson, St. John’s 
Hospital, Red Wing. 

Vice President—Virginia Kellogg, Ancker Hos- 
pital, St. Paul. 

Secretary—Francis Nemec, Glen Lake Sana- 
torium, Oak Terrace. 

Treasurer—Helen Tonneson, Deaconess Hospital, 
Faribault. 

Honorary members elected at this time were: 

Dr, M. MacEachern, Associate Director, Ameri- 
can College of Surgeons, Chicago, Illinois; Mrs. 
Edna K. Hoffman, St. Joseph’s Hospital, Chicago, 
Illinois; A. M. Calvin, Executive Secretary, Minne- 
sota Hospital Association, St. Paul, Minnesota. 


James R. Mays Goes to the Abington 
Memorial Hospital 

James R. Mays, who for many years has been 
superintendent of the Elizabeth General Hospital, 
Elizabeth, N. J., and previously superintendent of 
the Providence Homeopathic Hospital, Providence, 
R. I., and the Garfield Memorial Hospital in Wash- 
ington, has accepted the position as executive direc- 
tor of the Abington Memorial Hospital at Abing- 
ton, Pa. 

Mr. Mays will succeed John L. Burgan, who re- 
signed after more than ten years of service at the 
Abington Memorial Hospital. In receiving Mr. 
Burgan’s resignation the Board of Trustees said: 
“The Board of Trustees wishes at this time to note 
the valuable and devoted service of Mr. Burgan, 
during whose administration the hospital has grown 
so substantially not only in size but in the diversity 
and quality of the service given to the public.” 


i 
Politeness is good nature regulated by good sense. 
—SyYDNEY SMITH. 
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John Howard on Hospitals 


JOHN E. RANSOM 
Assistant Director, The Johns Hopkins Hospital, Baltimore, Maryland 





I N 1773, JouN 
HOWARD, a respectable 
English gentleman of 
forty-seven years, was ap- 
pointed High Sheriff of 
Bedford County. Up to 
that time he had lived the 
life of a man of means and 
leisure, managing his 
estate, and finding his 
chief diversion in travel 
on the continent. He was 
a man of deep religious 
feeling, with strong 
Protestant convictions. 
But up to the date above 
mentioned, he had done 
nothing of noteworthy 


significance. gs 
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Among the duties of 
an English sheriff was, 
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In order therefore to gain 
a more perfect knowledge 
of the particulars and ex- 
tent of it, by various and 
accurate observation, I 
visited most of the county 
jails of England.” 

What grew out of this 
investigation, how John 
Howard became the best- 
informed man of his time 
on prison conditions, not 
only in Great Britain but 
in the whole of Europe, 
what he did to arouse pub- 
lic opinion to remedy the 
more flagrant evils in 
penal administration, how 
he won for himself the 
title of the Father of Eng- 
lish Prison Reform, these 
are all well-known facts 
to penologists and philan- 
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nominally at least, that of 
supervising the county 
jail. On inspecting the 
Bedford jail, Mr. Howard found conditions which 
disturbed him greatly and stirred him to action. The 
jailor was not paid a salary but made his living from 
fees extracted from the prisoners. It often happened 
that prisoners held to the grand jury or for trial in 
the courts, could not be released when the grand 
jury failed to indict them or the court acquitted 
them, because they were in debt to the jailor, but 
must remain in custody until such debts were paid. 

What he set out to do about this matter may be 
best stated in his own words: “In order to redress 
this hardship, I applied to the justices of the county 
for a salary for the jailor in lieu of his fees. The 
bench was properly affected with this grievance, and 
willing to grant the relief desired, but they wanted 
a precedent for charging the county with the ex- 
pense. I therefore rode into several neighboring 
counties in search of one, but I soon learned that the 
same injustice was practiced by them; and looking 
into the prisons, I beheld scenes of calamity, which 
I grew daily more and more anxious to alleviate. 
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thropists. What concerns 
us and forms the theme of 
this article is the interest 
he developed in hospitals and his comments on the 
conditions he found in some of those he visited. 

In the seventeen years from the time of his ap- 
pointment as sheriff in 1773, to his death in Russia 
in 1790, John Howard spent much of his time visit- 
ing jails and other prisons, almshouses, orphanages, 
homes for the aged, hospitals, and quarantine sta- 
tions. In addition to repeated visits to institutions 
in England, Scotland, Wales, and Ireland he made in 
all seven tours of inspection of the correctional, 
custodial, and medical institutions of Europe, cover- 
ing practically every country on the contixent and 
visiting some of them several times. 


Inspector of Hospitals 


Just what aroused Mr. Howard’s interest in hos- 
pitals does not appear in his writings, but it is prob- 
able that his specific interest in prisons and his grow- 
ing experience in visiting and studying them broad- 
ened into a general interest in all institutions for the 
poor and the unfortunate. Nor does it appear as to 
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These 18th Century Buildings of Plymouth Hospital Are Typical of the Block Plan, as Contrasted with the More 
Recent Corridor and Pavilion Types of Hospital Buildings 


how he made his contacts with hospital authorities, 
or what credentials he presented when he asked to be 
shown through the hospitals he wished to inspect. 
It is more than likely that after the first few years 
he had become so widely known and respected that 
a visit from him was looked upon as an honor by any 
hospital or other institution. 


We shall not attempt to record chronologically 
his various visits to hospitals and his comments on 
the conditions he found in them, but rather to give 
examples of what he considered worth recording in 
what he saw, what deductions he drew therefrom and 
certain recommendations he made looking towards 
improvement in conditions which he thought to be 
unsatisfactory and undesirable. The records of his 
hospital visits are contained in two books which he 
published. The earlier one, published in 1777, is 
entitled: “The State of the Prisons in England and 
Wales, with Preliminary Observations, and an Ac- 
count of Some Foreign Prisons and Hospitals.” The 
other is: “An account of the principal Lazarettos in 
Europe, with various papers relative to the Plague: 
Together with further observations on some Foreign 
Prisons and Hospitals; and additional Remarks on 
the Present State of those in Great Britain and Ire- 
land.” This was published in 1789, the year before 
Mr. Howard’s death. (All the quotations in this 
article are from these two books. Specific references 
to volume and page will be given by the author to 
any reader who may be interested. ) 


On a visit to an unidentified hospital in Stockholm, 
he records the following: “I visited some charitable 
institutions in this city; I will just mention the Hos- 
pital for the sick. There were in it thirty-two 
patients. In the larger of the rooms there were only 
seven beds: a distinct bed was allotted to each 
patient, and all was clean and neat. Two of the rooms 
were appropriated for venereal patients. The floors, 
as in the other hospitals and in most of the private 
houses, were strewed with young shoots either of 
the spruce, fir, or juniper tree; having asked the 
reason, one of the surgeons told me ‘it was done to 
prevent infection.’ I attended Mr. Akren, the prin- 
cipal surgeon, through the wards, and saw him dress 
the patients. Three or four pupils assisted, and four 
other attendants, one of whom was a woman carrying 
a basin of water.”’ 

The Hospital at Cronstadt was visited on August 
22,1781. One that day it-had 515 patients, of whom 
217 were sailors, on whose beds were marked the 
names of the ships to which they belonged, The 
wards were clean and spacious, containing not more 
than eight or ten beds each with only one patient to 
the bed. The kitchen and bake house were in de- 
tached buildings, as were the quarters for conva- 
lescent and scorbutic patients. 


Interest in Ventilation 
In his comments concerning the Catherine Hospital 
in Moscow, we have the first of his oft-repeated ob- 
servations on the subject of ventilation. “‘Thermom- 
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eters are kept in the rooms of this and other hos- 
pitals,” he says, “but the heat of the air was many 
degrees’ above that which the surgeon said was the 
proper temperature, all the windows being shut. 
There are small ventilators in the windows; but these 
can be of little use unless the windows are daily 
opened.” 

The condition of the Hospital of St. Lazarus in 
Warsaw, a special hospital for venereal disease pa- 
tients, provokes this stinging comment: “There were 
sixty-one miserable creatures in close offensive rooms. 
It is badly situated, and in all respects is the worst 
hospital I ever saw.” 

The Hospital of St. Maria de Vita in Bologna 
was much more to his liking. The ceilings of the 
wards were high. There were iron bedsteads, with 
clean white coverlets. The wards were thirty-two 
and one-half feet wide, held 38 beds, 19 on each 
side, but there were seven windows on each side, with 
wooden casements, and wire lattices on the outside. 
For convenience in opening and shutting the win- 
dows, there was a gallery on each side of the ward 
eighteen feet from the floor. 

In the hospital for galley slaves in the Papal city 
of Civita-Vecchia, he notes that there were isolation 
wards for patients with certain skin diseases, con- 
sumption and the plague. “Since,” as he naively puts 
it, “in this country physicians are persuaded that 
consumption is a contagious disorder.” 


A Zone of Quiet 


At the Hospital of S. Maria della Consolazione in 
Rome, there was what we would now call a zone of 
quiet. Howard says: “At night two chains are put 
across the street over against this hospital, by order 
of Pope Alexander VII, in 1661, for the purpose 
elegantly expressed in the inscription 

NE PRAETEREUNTE STREPITU QUIES 

AMICA SILENTII, OMNINO AB 
AEGROTANTIBUS EXULARET.” 


Freely translated, this inscrigtion reads — That 
rest, the friend of quiet, may not depart from 
the sick, by the noise that passes by, There was 
also in Rome the Hospital for Pilgrims and Conva- 
lescents. Convalescent patients, on discharge from 
the other hospitals of the city, might enter this hos- 
pital, where they were lodged, fed and attended for 
three days. 

In the great hospital in Milan, he notes the over- 
crowding, the ceilings low, three rows of beds in the 
wards, and many of the beds with two patients each. 


In the Real Hospital General in Madrid, a large 
institution, housing on the day he visited it 891 pa- 
tients, he found that ‘a multitude of visitors ren- 
dered the wards dirty and noisy.” The Hospital of 
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San Juan de Dios in the same city had an ingenious 
device in the female venereal ward, consisting of an 
aperture in the wall, by means of which friends of 
patients converse with them without seeing them. 


Early Social Service 

At the Hospital of San Antonio in Madrid, an in- 
stitution serving chiefly poor, itinerant Austrians, 
Mr. Howard found a society which rendered a 
unique sort of social service. He says of it, “In a 
room in this hospital, a charitable society, called the 
Hermandad del Refugio (Brotherhood of the Ref- 
uge), meet every evening, and then go about the 
streets, giving notice of their ‘presence by striking 
the pavement with sticks shod with iron. Whatever 
poor and distressed people they meet with in this 
perambulation, they conduct to this hospital and sup- 
ply them with a supper of bread and eggs, one night’s 
lodging (in rooms which are appropriated for them), 
and a breakfast of bread and raisins. The sick they 
send to the general hospital, where one of the eighteen 
physicians already mentioned always attends to ex- 
amine and admit patients. In this part of the hos- 
pital which is next the street, there is a place into 
which the sick put notices of their distress, in con- 
sequence of which they are immediately visited and 
relieved by the Society.” 

In Lille there were two hospitals for male patients, 
La Comtessa and St. Sauveur. The patients were 
divided into three classes: the wounded, the very 
sick, and the recovering. There were separate wards 
for each class and an individual bed for each patient. 
The admitting procedure in these hospitals is worthy 
of note. “When a sick person arrives at either of 
these hospitals, his bed is immediately showed him; 
after which one of the sisters brings warm water to 
him, washes his feet and kisses one foot. Another 
brings clean sheets and a clean towel. A man-servant 
makes and warms the bed, and the patient goes di- 
rectly into it.” 

Two of the great hospitals of Paris seem to have 
made an unfavorable impression on our traveler. 
He says, “The Hospital of Saint Louis and the Hotel 
Dieu for the sick are the two worst hospitals I have 
ever visited. They were so crowded that formerly 
I have seen five or six in one bed, and some of them 
dying. The Hotel Dieu is situated in the closest 
part of the city. The new wards are too low. In 
1783, the hospital was cleaner than at my former 
visits, but in the great ward (St. Charles) and in the 
women’s wards, many of the patients were two or 
three in a bed.” In 1782, the Hotel Dieu had 21,484 
admissions with 3,899 deaths. St. Louis had 3,898 
admissions and 899 deaths. In two footnotes, Mr. 
Howard says further of the Hotel Dieu: “One can- 
not but wish that after the fire in the Hotel Dieu, a 
few years since, the hospital had not been removed 
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to a more airy situation. Over one of the gates of 
the Hotel Dieu is the following inscription, which 
from its application to such a place, has an air of 
ridicule and even of profaneness. ‘C’est icy la Mai- 
so de Dieu, et la Porte du Ciel.’ (Here is the 
House of God and the gate of Heaven.)” 

In evaluating some of Mr. Howard’s observations 
and comments, one must recall at times, that he was 
an ardent, non-conformist Protestant. However, in 
this instance, fearing perhaps that he might be 
wounding some sensitive Parisian feelings, he closes 
his remarks about these two institutions with the 
following sentence: “Though these two hospitals are 
a disgrace to Paris, it has many other charitable 
foundations which do honor to it; and from which 
this country may derive useful information.” 

He speaks of the endowed beds in the Hospital of 
La Charite in Paris. “The presentation of beds is 
bought and descends to heirs; the price for a bed is 
twelve thousand livres, as I was informed by one of 
the fathers. The beds are always occupied; except 
. for three or four, which are reserved that immediate 
attention may always be paid to a patron’s presenta- 
tion.” 


Color schemes attracted his attention. In one 


Paris hospital the bed spreads were green and the 
patients wore uniforms of the same shade. In a 
hospital for incurables in the same city, the male pa- 
tients wore grey and the females black. The cover- 
lets were of green woolen in winter and white linen 
in summer. 


In the Quinze-Vingts Hospital, a Paris institu- 
tion for the blind, founded in 1260, there was an 
out-patient department in which staff oculists exam- 
ined patients and gave advice. This hospital also 
fostered research; offering an annual prize for the 
best dissertation on disorders of the eyes. 

The Hotel Dieu in Lyons was so in line with what 
he thought a hospital should be that he was almost 
rapturous in describing it. It was in the form of a 
cross with a dome in the center. It was admirably 
ventilated, the ward ceilings being twenty-five feet 
from the floor; there were many windows and there 


were ventilating apertures in the ceilings. There 
were separate wards for fever patients, for lying-in 
women, for foundlings, for the insane, for surgical 
patients and for convalenscents. Of the pharmacy 
service in this hospital, he has this to say: “There 
were sisters, dressed in a neat uniform, who make 
up, as well as administer, all the medicines pre- 
scribed; for which purpose there is an elaboratory 
and apothecary’s shop, consisting of five or six apart- 
ments, the neatest and most elegantly fitted up that 
can be conceived.” 

But alas, on his next visit to this hospital in 1785 
or ’86, he found conditions not nearly so satisfac- 
tory as on his former visit. He explains this partly 
on the basis that at the time of his first inspection 
he had not seen the well-ordered hospitals of Italy 
and Spain and consequently had not developed the 
high standards of hospital operation that he later ac- 
quired. Then, too, his second visit was in the depth 
of winter. He says: “The summer white furniture 
of the beds was changed into dirty blue harrateen, 
with useless fringes, well fitted to retain infection. 
The rooms were nasty and offensive; and two pa- 
tients in many of the beds, but not one window open ; 
the medical gentlemen here, and also the charitable 
sisters, being prejudiced against a free circulation of 
air, as well as against keeping rooms clean by wash- 
ing them.” 


Hospitals in Malta 

Mr. Howard found many things to criticize in the 
Hospital de St. Jean de Jerusalem in Malta. This 
was a large institution, having between five hundred 
and six hundred patients at the time he visited it in 
1786. In the ward for the poorer patients he found 
four rows of beds. He says: “They were so dirty 
and offensive as to create the necessity for perfum- 
ing them; and yet I observed that the physician in 
going his rounds, was obliged to keep his handker- 
chief to his face. The use of perfume I always 
reckon a proof of inattention to cleanliness and airi- 
ness. . . . The patients are twice a day, at eight and 
four, served with provisions. . . . From the kitchen, 
the broth, rice, soup and vermicelli are brought in 
dirty kettles, first to the upper hall, and there poured 
into three silver bowls out of which the patients are 
served. They who are in the ward for the very sick, 
and those in the middle rank of life, are served in 
plates, dishes and spoons of silver, but the other pa- 
tients (who are far the most numerous) are served 
in pewter. I objected to the sweet cakes, and two 
sorts of clammy sweetmeats, which are given to the 
patients. The patients were served by the most dirty, 
ragged, unfeeling and inhuman persons I ever saw. 
I once found eight or nine of them highly enter- 
tained with a delirious dying patient. The governor 
told me that they had only twenty-two servants, and 
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that many of them were debtors or criminals who had 
fled thither for refuge. At the same time I observed 
that nearly forty attendants were kept to take care 
of about twenty-six horses and the same number of 
. mules in the Grand Master’s stables; and that there 
all was clean. I cannot help adding that in the cen- 
ter of each of these stables there was a fountain out 
of which water was constantly running into a stone 
basin, but that in the hospital, though there was in- 
deed a place for a fountain, there was no water, The 
slow hospital fever (the inevitable consequence of 
closeness, uncleanliness and dirt), prevails there.” 
On his visit to the Hospital for Women (Malta), 
he was accompanied through the wards by the gov- 
erness, who constantly used her smelling bottle. “In 
which she judged very properly,” Mr. Howard in- 


terjects, “for a more offensive and dirty hospital for 


women, I never visited.” 

Mr. Howard’s private opinion of the management 
of this famous hospital of the Knights of St. John 
of Jerusalem, he gives in a letter which he wrote his 
neighbor and kinsman, Mr. Samuel Whitbread, 
under date of May 1, 1786. He says: “I was three 
weeks at Malta, to see the celebrated hospital, re- 
ported to have six hundred patients, all served by 
the knights, etc., in plate. My letter from Sir Wil- 
liam Hamilton to the Grand Master flung open every 
place to me, At the first visit he promised to sup- 
ply me from his own table with butter for my tea, 
and about a pound was sent to me, with promises, 
compliments, etc. In a week after, I waited on the 
Grand Master, who asked me what I thought of his 
hospitals. I told him freely my opinion, and pointed 
out many glaring abuses and improprieties which, 
if his Highness would but at times look into his 
hospitals, would be .redressed. Alas! here was an 
end of all my presents; so my tea was ever after 
with dry bread. I did not, however, cease visiting 
those places even to the last day, as there was a 
placidness in the countenances of the patients 
through the many alterations that were then made.” 

In the Greek Hospital at Galata, a suburb of Con- 
stantinople, he found “the sick lying onthe floors, 


and the prior himself ill of the jaundice, and a dread- 
ful cutaneous disorder. All were neglected; for as 
the prior told me, none of the faculty would attend 
them. I requested a young physician who accom- 
panied me to this hospital, to set the charitable ex- 
ample. In the midst, however, of this neglect of 
human beings, I saw an instance of attention to cats, 
which astonished me; I mean an asylum which has 
been provided for them, and is situated near the 
Mosque of St. Sophia.” 

He visited one leper hospital of which he has this 
to say, “the only hospital I have seen for Lepers is 
in the island of Scio, near the city bearing that name. 
It contained about one hundred and twenty lepers, 
consisting of men and women, lodged in separate 
apartments, in a long range of rooms, elevated above 
the ground. The situation is airy and pleasant; and 
most of the lepers are accommodated with little gar- 
dens, which supply them with almonds, pot-herbs, 
and delicious figs and grapes. Water having lately 
been conducted thither from the mountains in two 
streams, one supplying those in health, and the other 
the lepers. I requested the vice-consul to propose 
to the directors to make a further improvement, by 
adding two convenient baths, one for each sex.” 


Monuments to Benefactors 


In the Great Hospital in Genoa he noted the 
use of an ingenious method of commemorating those 
who give to its support. He says, “The benefactors 
of this hospital are distinguished by the different pos- 
tures and attitudes in which their statues are placed, 
in the wards and on the staircase, according to the 
different sums which they have contributed. Many 
are placed standing; but a hundred thousand crowns 
entitles to a chair. I observed a statue which had one 
of the feet under the chair; and was told that the 
reason was that the benefactor honored by it had 
contributed only ninety thousand crowns.” 

Mr. Howard gave considerable attention to the 
food provided in many of the institutions he visited. 
The following is the diet table which he found posted 
in the wards of Frederick’s Hospital in Copenhagen: 


Full Diet 


Dinner at One 





Sunday : Soup with forced meat balls; veal cutlets; 
lamb or beef steaks; pastry or pudding. 
Bread and beer. 
N.B—BREAD AND BEER OR ALE 
EVERY DAY. 

Monday : Bouillon soup with pearl barley; veal or lamb 


fricassee. 
Broth with toasted wheaten bread and meat; 
fish roasted or boiled. 
Wednesday: Bouillon soup with rice; boiled veal, lamb or 
beef, with spinach, sauer kraut, cauliflower or 
carrots. 


Tuesday : 
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Supper at Seven 
Hasty pudding with butter; bread and butter 
with eggs; beer. 


N.B.—BREAD AND BEER OR ALE 
EVERY DAY. 
Water-gruel with raisins, and toasted bread. 


Hasty pudding with butter. 


Soup of bread and beer. 









Thursday : 
broiled meat. 
Friday: 
beef and horse radish. 


Saturday : Rice, milk; fish or steaks. 


Soup with bread dumplings, or green cole; 


Soup with greens, eggs and toasted bread; 


Wine soup, with rice or Scotch barley. 
As on Monday. 


Cherry-soup with toasted bread. 


Common Diet 


Dinner at Eleven 
Sunday: 


pound ; beer a pint. 


BREAD AND BEER OR ALE EVERY 


DAY. 


Monday: Soup and meat, with Scotch barley. 


Tuesday : 
Wednesday : 


Soup and meat, with oat grits. 
Soup and meat, with rice. 


3roth, with toasted bread and meat. 
As on Monday. 
As on Tuesday. 


Thursday : 
Friday : 
Saturday: 


Soup, three pints, with beef four ounces, or 
lamb five ounces with rice; rye bread half a 


Supper at Six 
Thick barley boiled in water with grits, a pint, 
and butter, quarter of an ounce; rye bread half 
a pound, with butter half an ounce; beer a pint. 
BREAD AND BUTTER AND BEER 
EVERY NIGHT. 
Water-gruel, with wheaten bread, vinegar and 
sugar; or cherry soup with wheaten bread and 
sugar. 
Thick boiled barley with butter. 
Water-gruel with wheaten bread, vinegar and 
sugar. 
As on Tuesday. 
Barley-soup with vinegar and sugar. 
Rye flour and water hasty pudding, or as on 
Tuesday, 


Each patient has for breakfast two biscuits and a pint of milk; and weekly one ounce of congou tea, and 
half a pound of white sugar—The soup shall be well supplied with vegetables according to the season. 

For such patients as are confined to particular diet, the physician or surgeon, instead of the usual food, 
orders, veal-soup, cherry-soup, barley-soup, sorrel, spinach, asparagus, codlins, french plums, and wheaten 


bread.—Broth and water-gruel is always ready for use. 


Rules for Nurses 

Mr. Howard made somewhat lengthy comments 
on the hospitals of his own country, from which only 
brief quotations can be made here. Of the Royal 
Hospital at Haslar, in Hampshire, an institution for 
sick seamen, he mentions the fact that the nurses 
were women. As to the type of women employed 
for this purpose and the types of patients whom they 
served, we may gain some idea from the Regulations 
and Orders respecting the nurses and other servants, 
copies of which were hung up in the wards. We 
quote a few of these rules. 

“Ordered 

“That no dirt, bones or rags, be thrown out of 
any window, or down the bogs; but carried to the 
places appointed for that purpose; nor any cloathes 
of patients or others, to be hung out of any of the 
windows of the house. 


“That no nurse or other person do wash in the 
water closets. 


“That no nurse do admit any patients, on any pre- 
tense whatsoever, into her cabin, nor suffer any per- 
son to remain in it at night, not even her husband or 
child. 

“That all nurses who disobey the matron’s orders, 
get drunk, neglect their patients, quarrel or fight 
with any other nurses, or quarrel with the men, or 
do not prudently and cautiously reveal, to the supe- 
rior officers of the house, all irregularities committed 
by the patients in their wards (such as drinking, 
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smoking tobacco in the wards, quarreling, destroy- 
ing the medicines, or stores, feigning complaints and 
neglecting their cure), be immediately discharged 
from the service of the house, and a note made 
against their names, on the books of the hospital, 
that they may never more be employed. 

“That the nurses take care to prevent the patients 
from lying down in their beds with their cloathes on, 
or having their wearing apparel on their beds or 
cradles, or any bread, butter, or provisions of any 
kind, upon the heads of their cradles, or about their 
beds, and that no victuals be dressed in the wards. 

“That such nurses as can be spared by the matron, 
go to chapel every Sunday; and that the nurses take 
care that such patients as are able do attend divine 
service whenever it is performed; and report to the 
physician or surgeon, such persons as neglect going 
there.” 

The London Hospital in Whitechapel Road he 
found to be spacious and well ventilated, but the 
wards he thought needed whitewashing. Medical 
and surgical patients were in the same wards. He 
disapproved of the diet, which was heavy in meat, 
with no vegetables. On September 15, 1788, this 
hospital had 120 patients. At St. Bartholomew’s in 
Smithfield, London, the fees for clean patients were 
two shillings, of which one shilling was for the sis- 
ter, six pence for the nurse and six pence for the 
beadle. Foul patients paid one pound, five shillings 
and eight pence. Of this, five shillings was for flan- 
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nels, eighteen shillings and eight pence for subsist- 
ence at four pence per day, and two shillings for 
ward dues. In addition to these fees each patient 
must deposit seventeen shillings, six pence for a 
burial fee, unless a housekeeper gave a security. On 
September 19, 1788, there were 428 patients. 

In the Middlesex Hospital in Marybone, London, 
among the orders posted was one to the effect that 
all “drugs, medicines, materials and necessaries” 
must be purchased from those who will furnish them 
at the lowest rate, “and that the preference be given 
to tradesmen who are subscribers.” St. Thomas’ 
Hospital in Southwark, London, he found clean and 
well ventilated, except the foul wards. One “good 
order” of this hospital he quotes, “that if any sur- 
geon have any considerable or extraordinary opera- 
tion to perform, he shail give notice of his time of 
doing the same to the other surgeons, that they may 
be present.” The City of London Lying-In Hos- 
pital in the City Road, for married women, had defi- 
nite visiting hours from three to five in the afternoon. 


Observations on London Hospitals 

His visitation of the London Hospitals led Mr. 
Howard to make the following observations: “I shall 
beg leave to subjoin a few general observations con- 
cerning defects in the London hospitals, premising, 
that I fear the public attention to them is much re- 
laxed of late years, in consequence of the newer es- 
tablishment of dispensaries, which have multiplied so 
as to injure the funds of the older institutions. 

“The securities and fees required at admission into 
many of the hospitals bear hard upon the poor, and 
absolutely exclude many of those who have the great- 
est occasion for charitable relief. The nurses’ fees 
in particular open a door to many impositions. 

“The visits of Governors are too often only a mat- 
ter of form, the visitor hurrying out of the offensive 
room, and readily acquiescing in the reports of 
nurses, etc. Hence I apprehend, many instances of 
neglect in surgeons and their dressers, as well as 
other officers, go unnoticed. 

“T have never found any clergyman administering 
consolation and admonition to the sick; and prayers 
are usually attended by very few. 

“White-washing the wards is seldom or never 
practiced ; and injurious prejudices against washing 
floors, and admitting fresh air, are suffered to oper- 
ate. 

“Bathing, hot or cold, is scarcely ever used; I sup- 
pose, because it would give trouble to the attendants. 

“There are no convalescent wards or sitting rooms, 
so that patients are often turned out very unfit for 
work, or the common mode of living. 

“The admission of great quantities of beer for the 
patients from ale-houses, by alleged or pretended or- 
ders from the faculty, is a great and growing evil. 
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This Window Ventilating Device Resembling the Mod- 
ern Venetian Blind was Used in Eighteen 
Century English Hospitals 


Every proper article of diet should be provided by 
the hospital, and no other, on any account, should 
be admitted. 

“Tt is a pity that for want of attention to these 
circumstances, such noble institutions should be ren- 
dered of much less public utility, than was intended 
by their generous founders and supporters.” 


Hints on Construction and Regulation of Hospitals 


In his earlier work, The State of Prisons, ete., Mr. 
Howard gave what he called “some hints on the Con- 
struction and Regulation of Hospitals,’ most of 
which grew out of his acquaintance with continental 
hospitals. In his later work, The Lazarettos of Eu- 
rope, etc., he amplified these as follows: “The situa- 
tion of an Infirmary or Hospital should be on ele- 
vated ground, near a stream of water, and out of a 
town. The wards, if only one for each sex, should 
be from twenty-five to thirty feet high, arched, and 
without apartments over them; otherwise, the build- 
ing to consist of only two stories beside the cellars, 
and the area extended as far as necessary upon this 
plan, that the inconvenience of higher rooms may be 
avoided. The first floor raised four or five steps 
from the ground, and the ascent made easy to the en- 
trance. The wards fifteen feet high to the ceilings, 
and distinct ones for medical and chirurgical patients. 
Two doors to each ward, one of them iron latticed 
or canvas. Staircase of stone, spacious, convenient 
and easy, as in Italy, Marseilles, Malta, etc. No 
room to contain more than eight beds. The windows 
lofty and opposite, or large circular apertures (as in 
Leeds Infirmary) opening into passages not less than 
six feet wide: hasps and staples to the upper sashes 
to prevent their being shut at improper times: one 
of the windows should open from the ceiling to the 
floor, either as folding doors, or like those at Guy’s 
Hospital: a stone gallery for more readily opening 
and shutting the windows, as in the Italian hospitals. 
The ceilings lathed and plastered, and proper aper- 
tures in them. The fireplaces in the middle of the 
longer side of the wards: the beds in spacious re- 





cesses, as at Toledo and Burgos; or to each bed a 
recess with curtains as at Genoa, Savona, etc. The 
bedsteads iron, painted, and with a screw, that the 
backs may be easily raised or lowered: the beds on 
varnished boards or laths, with hair mattresses. In 
each ward a cistern, basin, and towel for the patients. 
Vaults on the outside of the wards, and water closets, 
as at Guy’s hospital: for every improvement that may 
render such places less offensive, should be carefully 
adopted in all houses containing a number of inhabi- 
tants. Airy rooms and refectories for convalescent 
patients : one spare and unfurnished ward: each ward 
to be taken in succession, and called the spare ward. 
The kitchen, wash-house, brew-house and_bake- 
house, out of the house; but if the kitchen should be 
in the house, it should be lofty, as in Christ’s hospital 
(not under ground) and the entrance through the 
servants’ hall. A convenient bath with an easy de- 
scent into it. A piazza and spacious walk to induce 
patients to take the air and exercise. The wards 
washed once a week—scraped, and lime-whited at 
least once a year. (The machines at Northwich for 
supplying the salt mines with fresh air, being of sim- 
ple construction, would be of admirable use in hos- 
pitals, especially if situated in close and confined 
places.) The patients washed at their admission in 
the cold or warm bath, and to conform strictly to 
the rules of nicety and cleanliness.” 

John Howard’s chief contribution to the hospital 
field cannot be measured with such available data as 


we have. Certainly many of his ideas were sound 
and far in advance of those of his contemporaries. 
We do know that his comments on ventilation, which 
recur frequently in his books, bore fruit in hospital 
construction, not only in his own country but in 
America as well. The reforms which he initiated in 
the care and treatment of prisoners cannot but have 
influenced for the better the treatment of patients in 
hospitals and asylums. 


An Open Path 

John Howard died in the village of Cherson, in 
Russian Tartary, on January 21, 1790, at the age of 
sixty-four. He was a victim of the Plague, a pesti- 
lence in which he had become much interested and 
to the methods of prevention and treatment of which, 
he had devoted considerable study and personal in- 
vestigation. He was buried near the neighboring 
village of Douphigny, in a spot which he had him- 
self selected. 

On the pedestal of his statue at St. Paul’s Cathe- 
dral is an inscription bearing witness to the great 
value set upon his services to mankind. Among the 
thoughts there recorded are these words: 


“Our National Prisons and Hospitals, Improved 
upon the Suggestion of his Wisdom, bear Tes- 
timony to the Solidity of his Judgment and to 
the Estimation in which he was held. 


“HE TROD AN OPEN BUT UNFREQUENTED PATH 
OF IMMORTALITY.” : 


Control of Tuberculosis Among 
Hospital Personnel 
H. A. BURNS, M.D. 


Superintendent, Minnesota State Sanatorium, Ah-Gwah-Ching, Minnesota 


: i CONTROL OF TUBERCULOSIS among nurses 
and other hospital personnel presents a problem 
which does not vary except in minor details from 
control measures essential in the control of other 
communicable diseases among similar groups of in- 
stitutional employees. The modern hospital is an in- 


stitution organized for the comfort, diagnosis, care 
and cure of the sick as well as for those who are re- 
sponsible for their care. The hospital is equally in- 
terested in the patient and employee so far as the 
introduction and spread of known and_ unidenti- 
fied communicable diseases are concerned. We ad- 
mit our patients for diagnosis and treatment of many 
different clinical entities, some of which exist solely 
through contact. So long as such conditions are un- 
derstood, proper technic can surround the individual 


to such an extent that adequate protection to the 
other patients and employees can be provided. The 
admittance of a contagious disease unrecognized, 
where the employee unprotected establishes profes- 
sional contact, develops a health hazard which we as 
responsible officials in hospital management cannot 
ignore. 

The progress made in protecting both employees 
and patients against the introduction into the hospital 
of unrecognized communicable diseases has devel- 
oped much during the past few years. 

The National Tuberculosis Association in 1916 
recommended that tuberculosis cases be admitted to 
general hospitals. In 1921 the American Hospital 
Association in a resolution reported : 

“That the reluctance of general hospitals to 
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receive tuberculosis patients has deprived nurses 
and doctors of proper training and has resulted 
in the relegation of tuberculosis to specialists, to 
the great detriment of the general profession.” 


The Incidence of Communicable Diseases 
in Hospitals 
Twenty years ago the incidence of contagious dis- 
eases in hospitals was investigated in fifteen of the 
major hospitals in one of the larger cities of the 
state: 


Typhoid 
Cases 
Reported 


] 


Not accepted 
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Nr OC 


0 
No cases 
Not accepted 
Not accepted 


21 


At this time, 1916, typhoid fever was frequently 
treated without nurses in attendance knowing the 
nature of the disease for which they were caring. 
Seldom was contagious technic deemed necessary. 
Cases being cared for were frequently not reported 
and the individual with typhoid was considered 
simply as a sick individual in whom neither the 
hospital nor the community need concern themselves. 
Seven of the hospitals did not vaccinate against 
smallpox, while four hospitals vaccinated part of 
the employees only. Five of the 15 hospitals vac- 
cinated for typhoid. It was noted at this time that 
case histories were kept in only two of the 15 hos- 
pitals. The report further states: 

“Employees are vaccinated against smalipox 
and typhoid in few hospitals. Although they 
may not be in contact with typhoid cases or 
carriers, vaccination should be required before 
nurses and orderlies enter wards; 35 typhoid 
cases were found in eight hospitals where six 
had reported 21 cases.” 

This is a picture of but a few years past. No one 
at that time was conscious of the health problem 
existing between the unidentified tuberculous and 


hospital personnel. It is most encouraging to trace 
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the progressive policies introduced since into hospitai 
management for the protection of employees and 
patients. Without doubt the standardization of hos- 
pital administration as outlined by the American 
College of Surgeons has been a most potent factor 
in bringing about these desirable changes. 

In addition to the interest manifested by the 
American College of Surgeons and the many hos- 
pital superintendents and personnel, much has been 
accomplished by the tuberculosis worker to bring to 
the fore the problem of protection of employees 


Nurses and Vaccination 
Pupil 
15 
43 
135 
50 
23 


Typhoid Interns 
Yes No 1 
No No 2 
Both at entry 
+ No 
No No 
52 All 2 years ago 
30 Yes No 
' All 2 years ago 
60 Yes No 
3C Both at entry 
80 No No 
Both at entry 
No No 
No No 
No No 
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against contact with the unknown tuberculous case. 


The Protection of Employees 


We must agree that the increase in positive skin 
reactions among our nurses, from the time they begin 
training to the time of graduation, above the incidence 
in similar samples among young women who are not 
similarly employed, brings us to the conclusion that 
occupation in the case of the nurse has been the de- 
termining factor explaining her higher incidence 
of tuberculosis infection. The work of Myers, 
Steward, Geer, Soper and _ others too well 
known to require further elaboration at this time. 
We recognize the relationship between carrier and 
contact and in this recognition we assume a responsi- 
bility unless efficient establishment of a routine for 
the isolation of the one and the protection of the 
other is instituted. 


is 


It is apparent in the control of communicable dis- 
eases in general that an irreducible minimum is 
reached beyond which public health procedures func- 
tion little if at all. With the diminishing deaths and 
infection rates from tuberculosis we can break down 
the population groups now forming our morbidity 
rate into reservoirs of infection which at the present 
time are the chief contributors to the carrier group 





who serve as disseminators to the community at 
large. These same groups in turn contribute largely 
to the death rate. Among them we find the Indian, 
Negro, Mexican, industrial groups, sanatoria, and 
certain small scattered family groups. Between these 
reservoirs of infection we can determine many clear 
areas with little or no infection. More and more 
commonly now we are finding clear areas increasing 
in both number and size where there are no tubercu- 
losis infections or no tuberculous cases or deaths. 
Frequently now a whole year passes in Minnesota 
during which some counties have no tuberculosis 
deaths. Frequently the Mantoux test will be applied 
to a school without a single positive reactor being 
found. In such a community the entrance of the car- 
rier becomes at once a threat and a responsibility. As 
such clear areas increase, the application of known 
control methods will become more and more impera- 
tive. The infection will become confined within 
certain limitations beyond which it must not be al- 
lowed. We will have, in fact we do have even now, 
such residuals of infection becoming more and more 
clearly defined each year. 

The Minnesota State Sanatorium cares for the 
tuberculous cases developing among the citizens of 
46 of the 87 counties in the state. There are 55 gen- 
eral hospitals with 1433 beds in 36 of these counties. 


Co-operation of the Family Doctor and the Hospital 
Necessary in the Control of Tuberculosis 

The State Sanatorium program of tuberculosis 
control endeavors to enlist the services of the family 
doctor and the local hospital as being essential to its 
success. It is our policy to return cases that no 
longer constitute a public health problem to the 
custody of the family doctor. Frequently in these 
cases returning to home care a few days hospital 
observation should be given, especially in cases where 
there is a possible reactivation occurring. Frequently 
hospitalization is of advantage to secure more care- 
ful data by trained personnel than can be obtained 
in the home. The family doctor and the local hos- 
pital should frequently be working these difficult 
cases out together before returning them to the sana- 
torium for prolonged treatment. The frequent 
though temporary hospitalization of such cases would 
be of great value in raising the standard of hospital 
technic and in giving many nurses experience in 
the nursing of a communicable disease. It would 
keep the local community interested in its own prob- 
lem and induce pride that the control of tuberculosis 
is a problem that can be coped with locally. 

During the three year period 1932, ’33, ’34, there 
were 750 deaths from pulmonary tuberculosis in the 
area served by the State Sanatorium. Four hundred 
thirty-three of these deaths occurred at home, and 
221 in sanatoria. While these fatalities were occur- 


ring there were 538 cases admitted to sanatoria and 
459 cases reported which were not admitted to a 
sanatorium. ; 

At the present time these patients are frequently 
admitted to general hospitals for the treatment of 
non-tuberculous conditions, and the personnel are 
required to care for such patients without knowing 
that they are being exposed to tuberculosis. It would 
be more satisfactory if the hospital and the doctor 
became acquainted with the tuberculosis load in the 
community. They could, by extending service to 
tuberculosis cases for certain definite purposes, im- 
prove the present service. They could protect their 
personnel through their knowledge of the local tuber- 
culosis problem, and they could make themselves a 
most important element in the control of tuberculosis. 
With 300 beds at the State Sanatorium for white 
patients we can, with the active support of the family 
doctor and the local hospital, care for the 459 cases 
that have not yet entered a sanatorium. By the use 
of the local hospital for a brief period of hospitaliza- 
tion of these suspect cases for the purpose of de- 
termining their diagnosis and status, and in the super- 
vision of discharged patients, the local hospital be- 
comes an important unit in the control of tubercu- 
losis. When the physician uses the facilities of the 
hospital to work up his tuberculosis cases and to ob- 
serve known cases for evidence of breakdown, it 
will be found that he has much more satisfactory 
control over them. His recommendations based upon 
hospital observation will bear more weight than those 
arrived at in the home. 


Hospitalization for Observation 

The hospitalization locally of observation cases is 
indicated because of the fact that it is important and 
frequently difficult to determine the presence or 
absence of tubercle bacilli in the sputum. Very often 
efforts to obtain adequate specimens at home fail 
through lack of understanding or interest on the part 
of the untrained individuals. Observation concern- 
ing the appearance of tubercle bacilli in the sputum 
may indicate evidence of activity of disease rather 
than adaptability on the part of the tubercle bacillus. 
With refinement in technic and increased emphasis 
being placed on the appearance of organisms in the 
sputum, more and more attention is being paid to 
the significant underlying pathology in all cases with 
positive sputum. Frequently we find patients who 
consistently remain negative when many specimens 
are examined monthly by direct smear. More de- 
tailed study of the sputum through the hydro-carbon 
flotation test and guinea pig inoculation in these cases 
may reveal the presence of organisms which prove 
that the ulceration has not healed. In the past many 
such cases have been discharged on the basis of con- 
tinued negative smears, only to reactivate within a 
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period of months or years, whereas if the demonstra- 
tion of organisms had been possible and care con- 
tinued, a complete healing might have been accom- 
plished and protection through isolation continued. 

Many patients insist that they do not cough or 
raise. Even in the sanatorium it is frequently diffi- 
cult to secure sputum specimens. By careful nurs- 
ing, however, pulmonary sputum can usually be ob- 
tained even though small in amount. Tubercle bacilli 
are frequently recovered in this way. To demonstrate 
tuberculosis in these cases with little or no sputum, 
and those consistently negative on direct smear, 
means the continuation of sanatorium care for a 
group of patients who, under ordinary circumstances, 
would be discharged home or permitted to remain in 
the home as safe from a public health point of view. 
We feel that among this group sent home are the ones 
who during the one to three years following their 
discharge, are in most danger of reactivation and ex- 
tension of their tuberculosis. It is this group that 
requires repeated periods in the sanatorium, since 
cure-taking was not pursued to its logical end, the 
complete healing of ulceration as demonstrated by 
the absence of tubercle bacilli in the sputum. Faulty 
_ sputum testing permitted the uncured case to dis- 
continue treatment and in so doing permitted the 
tuberculosis to establish itself again, since it is a dis- 
ease prone to reoccur. 

Medical Care Under Hospital Supervision 

With the organization of the tuberculosis problem 
to a point where not only are all cases identified but 
also all of those threatened with reactivation are re- 
ceiving medical care under hospital supervision, and 
those showing the presence of tubercle bacilli in the 
sputum isolated in sanatoria, we need have no fear 
concerning the danger of infection through contact. 
While the general hospital will become a most im- 
portant unit in the control of tuberculosis, personnel 
will be safe because knowledge and training are com- 
bined for the dual purpose of eradication on the one 
hand, and individual safety on the other. The hos- 
pital must have an efficient technic to protect its 
personnel from infection through contact. The gen- 
eral hospital, while caring temporarily for cases of 
tuberculosis, should not be considered as one of the 
residual pools of tuberculosis infection. To protect 
the hospital against such a charge it is necessary that 
the institution recognize the problem and protect 
itself by routinizing its technic to the end that tuber- 
culosis cases admitted can be cared for without en- 
dangering employees in line of duty. 

Factors Employed in the Protection 
of Hospital Personnel 

To protect hospital employees against infection 
through contact with tuberculosis in a manner com- 
parable to that which has already been accomplished 
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in protecting them against other communicable dis- 
eases, the following factors in hospital administra- 
tion should be borne in mind and changes made as 
indicated. Many improvements have been made 
within a short period of time for the protection of 
our employees against contagious disease occurring 
amongst them or with whom they come in contact. 
The same amount of protection against tuberculosis 
infection should be provided. 

1. All employees, including the medical and ad- 
ministrative staff, should be given the Mantoux test. 
If the first test of 1/1000 dilution is negative, it 
should be repeated with a 1/100 dilution. All posi- 
tive reactors should have an x-ray of the chest taken 
by the hospital and kept on file. 

2. All employees whose x-ray plates and clinical 
findings indicate parenchymal infiltration, if of 
tuberculous origin, should be employed under the 
strictest of supervision which would include frequent 
examinations and guinea-pig inoculation of sputum. 

3. Employees should receive an x-ray of the chest 
once a year, and oftener if any illness occurs which 
might suggest pulmonary disease, regardless of its 
nature, Nurses and others in close attendance upon 
patients, who have negative Mantoux reactions, 
should have these Mantoux tests repeated at definite 
intervals throughout employment, with x-ray films of 
the chest taken immediately if the Mantoux test be- 
comes positive. 

4, One of the routine procedures following the ad- 
mission of a patient to the hospital should be a Man- 
toux test, with an x-ray plate of the chest in cases 
reacting positively. 

In coordinating the tuberculosis work between the 
physician and the local hospital it is important that 
cases suffering with pulmonary tuberculosis be ad- 
mitted only for short periods of time. The tubercu- 
losis diagnosis should be known on admission in 
order that adequate protective measures may be in- 
stituted. Prolonged hospital care is not recommended 
since the small general hospital is not prepared for 
sustained treatment of this type of case. The sana- 
torium is particularly adapted for prolonged hospital 
care of the tuberculous, and all cases in need of isola- 
tion and treatment should be referred to the sana- 
toria for such specialized care. 

By adopting the precautionary measures as out- 
lined there should be no danger either to employees 
or other patients as a result of the admission for 
brief periods of the tuberculous patient. It would 
be to the advantage of the general hospital as well as 
the physician to admit tuberculosis patients with the 
full knowledge of its contagious character in the same 
way that we admit typhoid fever. The successful 
care of such cases is proof of adequate hospital 
administration. 









Thirty-Eighth Annual Convention 
Cleveland, Ohio 


September 22 to October 2 


»» Cleveland Committees, Sectional Offi- 
cers, and Officers of the American Hospital Asso- 
ciation are now completing the program for the 
annual convention in Cleveland. What promises to 
be one of the high spots of the program is the prac- 
tical demonstrations being prepared by the Cleve- 
land group. These will be presented from the stage 
and each demonstration is being planned to occupy 
about one hour in time. They will consist of the 
following: 


Demonstration on Hospital Accounting 


This is being planned to show the application of 
the Uniform Accounting Procedure, recommended 
by the American Hospital Association, in actual 
working practice. Following the demonstration, a 
consultant on accounting will be available at the 
booth of the Cleveland Hospital Council in the edu- 
cational exhibits, throughout the period of the 
Convention. 


Presentation of Hospital Service Plans 


A demonstration of the way in which group hos- 
pitalization is presented to both the employer and 
to the employees, to be conducted by the Cleveland 
Hospital Service Association. In addition the com- 
plete set-up of the Cleveland system will be shown 
in the educational exhibits under actual working 
conditions, with members of the Association avail- 
able at all times for questions and consultation. 


Demonstration of Surgical Technique 


Actual operating procedure will be demonstrated, 
with the emphasis placed on the things that should 
be avoided. 


Demonstration of Obstetrical Procedure 


The Ohio Obstetrical Society will be in charge 
of this demonstration, which will show the applica- 
tion of the Manual on Maternity Care, recently is- 
sued by the Association. 


Demonstration of Practice in a Therapeutic 
Diet Kitchen 


This is to be conducted by the Dietetics Committee 
of the Cleveland Hospital Council. 


Demonstration of Various Kinds and Cuts of Meat 

A half of beef and a sheep will be cut on the 
stage by a representative of Swift and Company, 
showing the kinds and cuts to be obtained from each. 
Those who have seen this demonstration praise it 
very highly. 

In addition to these practical demonstrations, a 
number of panel discussions are being planned by 
the sectional officers for the programs of their Sec- 
tions. These will be found to be not only of value 
but a pleasing and interesting way in which to pro- 
mote the discussion of practical problems. The 
program will be completed with papers on subjects 
of 1936 interest, and the round table discussions 
which have always attracted a large attendance of 
our members. Program in detail will be given in 
the September issue of HOSPITALS. 


Remain for the Friday Program 


This will be one year that every member present 
will want to remain through Friday. It is being 
planned to complete the business of the Convention 
on Thursday afternoon so that Friday morning can 
be devoted entirely to a program of particular in- 
terest to everyone; a program that will be a fitting 
climax to a successful convention. 


Great Lakes Exposition 


A real added attraction to Cleveland this year, 
that has not been announced as yet, is the Great 
Lakes Exposition, which is being held in the con- 
vention city for 100 days, from June 27 to October 
4. Every day of the 100 will be a special day, dis- 
tinctive from the other 99. Health Week is to be 
the week of our Convention, and Friday, October 2, 
will be “AMERICAN HOSPITAL DAY.” 


Friday afternoon is reserved for the visiting of 
the Exposition by the members and their guests. 
On Friday evening the Association, in cooperation 
with the Cleveland hospital group, will stage a public 
mass meeting devoted to publicizing the objectives of 
the Association and the services that are being ren- 
dered to their local communities by our member 
hospitals. A chorus of Cleveland nurses and a 
symphony orchestra will assist in making the eve- 
ning one of great success. 
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Combine Vacation and the Convention 

Members of the Association will desire to see the 
Great Lakes Exposition. A more complete description 
of this will appear in the August issue, but there fol- 
lows a few of the features of this mammoth exposi- 
tion, that is being presented to commemorate the 
accomplishments of the Great Lakes region of Can- 
ada and the United States. The importance of this 
great area in the industrial, economic, financial, 
political, and cultural development and progress of 
the North American Continent will be brought to 
the attention of the visitors as dramatically and as 
interestingly as possible. 

The main entrance to the Exposition is to be di- 
rectly adjoining the Public Auditorium, where our 
Convention will be held. The Exposition will occupy 
135 acres adjacent to the lake front. There will be 
35 acres in the amusement zone, which will include 
“The Streets of the World,” “Wonderland for Chil- 
dren,” “Marine Concessions,” the “Midway,” and 
“Blimp Field.” ‘The Parade of the Years” will be 
the Cleveland version of “Wings of a Century,” 
which was such an outstanding hit at the Century of 
Progress Exposition in Chicago. It is an enlarged 
edition produced by the same man. 

The Horticultural Building, with its 1,100 foot 
gardens adjoining the lake front, will be a contin- 
uous succession of flower shows, commercial horti- 
cultural exhibits, and home and garden furniture 
and decorations. The Automotive Building will have 
exhibits centering around the automotive and allied 
industries. The Hall of Progress will contain ex- 
hibts from the public utilities field. The Court of 
Great Lakes, occupying five acres, will be devoted 
to model homes and special residential landscaping. 

There will be many additional features to be de- 
scribed in more detail later, such as the Court of 
Presidents, the Marine Theater, the Symphony 
Shell, the Lakeside Exhibition Hall, the Museum of 
Art, and the special features presented in the mam- 
moth Municipal Stadium—seating 80,000 people— 
which is a part of the Exposition. 

Therefore, in planning your trip to the Cleveland 
Convention, plan to combine a vacation visit to the 
Great Lakes Exposition, as well as attending the 
Convention; and plan to stay over Friday, October 
2, for “AMERICAN HOSPITAL DAY.” 


a 
Trustees’ Section 


The American Hospital Association at its conven- 
tion in Cleveland has arranged for a Trustees’ Sec- 
tion to be held on Tuesday, September 29. This will 
be exclusively for Trustees, as superintendents are 
not expected to be present. An opportunity is to 
be given to discuss those questions which come up 





before Boards of Trustees and pertain more to the 
administration of the hospital than those questions 
which are usually brought up at the Round Tables 
conducted for the superintendents. 

It is planned to divide the questions under differ- 
ent headings, such as Legislation, Publicity, Admin- 
istration, and Insurance. These are broad subjects 
and questions concerning them frequently arise. 

It is hoped that a large number of Trustees will 
be present to offer questions to be discussed and to 
provide solutions to these questions. Letters have 
been written to the presidents of about fifty hospitals 
near Cleveland asking that questions be sent to the 
Chairman of the Trustees’ Section in order to have 
on hand interesting questions to start the discussions. 

In order to obtain a general idea of the problems 
which confront hospitals in different communities 
and the methods used to solve them, the Chairman 
is planning to call by name TruStees from different 
localities to discuss the question proposed and later 
to throw the discussion open to any Trustee who 
thinks he or she can add something to its solution. 
It is hoped that the speakers will keep close to the 
subject as there will be many important questions 
to be answered and the time much too short to do 
them justice. 

The Trustees should take advantage of this oppor- 
tunity to discuss among themselves those problems 
which so greatly concern them, and it is hoped that 
the results will be so satisfactory that the Trustees’ 
Section will be a feature of the future conventions 
of the American Hospital Association. 








Coming Meetings 





CLEVELAND, OHIO 
American Hospital Association, Sept. 28-Oct. 2 
American Protestant Hospital Association, Sept. 26, 27, 28 
American College of Hospital Administrators, Sept. 26, 27, 28 
National Association of Nurse Anesthetists, Sept. 29, 30, Oct. 1 
American Occupational Therapy Association, Sept. 29, 30, Oct. 1 
Children’s Hospital Association, Sept. 30, Oct. 1 











Hospital Association of West Virginia, White Sul- 
phur Springs, September or October. 

British Columbia Hospital Association, Victoria, 
September or October. 

American Public Health Association, New Orleans, 
La., October. 

American Dietetic Association, Boston, October 
11-16. 

American Dietetic Association, Boston, Oct. 11-16. 

Ontario Hospital Association, Toronto, Oct. 19-23. 

Kansas Hospital Association, McPherson, Oct. 31. 


American College of Surgeons, Philadelphia, Octo- 
ber 19-23. 






Can Religion Contribute to 
Hospital Efficiency? 


REV. LLOYD E. FOSTER 
Calvary Methodist Episcopal Church, East Orange, New Jersey 


I HE FIRST HOSPITAL 


within the boundaries of the 
United States was founded in the 
middle of the 18th Century, Dr. 
Henry E. Sigerist, of Johns Hop- 
kins University, relates in his vol- 
ume, “American Medicine.’ There 
are now about 6,246 hospitals 
registered with the American Med- 
ical Association. There is one 
hospital bed for every 120 inhabi- 
tants in the United States. These 
hospitals cost 656 million dollars 
a year to operate and employ a 
total of 640,000 people. Thus in 
185 years, the facilities for caring 
for the sick have multiplied as if 
by magic. The modern hospital, 
through its institutionalized serv- 
ices, its competent medical staff 
and its efficient nurses’ corps has 
become an indispensable social agency, bringing re- 
covery to the physically afflicted and alleviation of 
pain to the incurables, upon whom the death sentence 
has been pronounced, 

Sut the deeper significance of the picture just 
suggested is that the millions who are served in the 
6,246 hospitals of the country represent a drama 
of frustrating fear and poignant pain which the 
pen of the most versatile novelist could never de- 
scribe. For here, indeed, is life in the raw; quiver- 
ing, sensitive lives isolated in new surroundings, 
physically tormented and emotionally disturbed. If 
men were merely physical organisms, with predict- 
able physical reactions, the task would be simple. 
But man is a psycho-physical combination. The 
medical and social sciences are beginning to recog- 
nize the delicate balance between the mental and the 
physical and, while this inter-relation is baffling, even 
a partial understanding of it has promise for the 
future. 


The Peril of Mass Production 
The very number of hospital units and the tre- 
mendous number served suggest a mass production 
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which has in it the peril of im- 
personal treatment as well as the 
efficiency of highly organized in- 
stitutional direction. Patients are 
not guinea pigs to be labeled and 
studied and treated. They are 
persons with esthetic, cultural, and 
spiritual longings which are a part 
of the complex called man. 

One medical authority writes 
thus: “When one of our largest 
clinics is discussed in Europe— 
usually by people who have never 
been there—it is a rule used as an 
example of over-mechanized medi- 
cal treatment, a medication run on 
‘a factory-belt.” An institution 
with as many interlocking ramifi- 
cations as a hospital must make 
paramount the place of the patient 
—his inner emotional interests as 
well as his physical ailments. If the physical is alone 
considered, the hospital does become a “medication 
run on a factory-belt.” 


Man Is a Totalitarian Being 


Slowly and laboriously, we are beginning to recog- 
nize the unity of the individual. In an age of spe- 
cialization, the tendency has been to appraise man 
in terms of a specialized approach and to believe 
that this particular segment represented the whole 
man. To the physician, a human being is a physical 
organism comprising cells, tissues, organs, etc. When 
they function effectively, health is experienced; 
when they fail to do so, either a functional or organic 
disease obtains. To the clergyman, 4 human being is 
a spiritual organism or nature, comprising moods, 
attitudes, beliefs, etc. The body has only an inci- 
dental significance, for it is the temporary scaffold- 
ing which supports the struggling soul and is 
sloughed off in the transition of death. Accord- 
ingly, each evaluates a person in terms of his major 
premise. I am reminded of a story recently told on 
his eightieth birthday by Reginald Birch, the creator 
of little Lord Fauntleroy. Two fleas fell in love and 
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planned to get married. But that requires money 
even in fleadom. So they began to save. Soon they 
had one dollar, then three, then five. They had 
reached their goal. Then they went out and bought 
a dog. The moral Mr. Birch suggests is that each 
one responds to life in terms of his major interest. 
Neither the biologist, nor the physiologist, nor the 
psychologist, nor the minister pictures man as he is. 
He is a synthesis of these interpretations and more. 
We must get a new perspective of man as a totali- 
tarian being in which the baffling and delicate inter- 
relation of mind and body is recognized. As Dr. 
Alexis Carrel, in “Man, the Unknown,” states: 
“Humanity’s attention must turn from the machines 
and the world of inanimate matter to the body and 
the soul of man, to the organic and mental. processes 
which have created the machines and the universe 
of Newton and Einstein.” 

Any specialist who claims to meet all of man’s 
needs is simply resorting to the magic of the patent 
medicine of his profession, As the tempo of life is 
quickened and the consumption of man’s nervous 
energy increases, it is obviously imperative that the 
unity of the individual be considered. This growing 
need makes me bold to affirm that religion, when it 
is cognizant of the manifold approaches of medical 
science, has an indispensable contribution to make to 
the recovery of the patient, which neither the hos- 
pital nor the physician can afford to overlook. 

The purpose of this discussion is to suggest ways 
by which religion may make a more helpful contribu- 
tion to the task of the hospital, which is primarily 
to restore the patient to health, confidence, and use- 
fulness. The growing realization that the patient 
has an emotional side of life, which directly affects 
his physical tone, saves religion from seeming to be 
presumptuous at this point. Let me attack the prob- 
lem, then, by suggesting areas of failure which can 
be remedied. 


Areas of Failures 


I. Failure on the part of the hospital to evolve a 
technique whereby the minister is informed of the 
patient’s presence in the hospital. But the rejoiner 
is: “Let the minister keep on his toes; he should 
know where his people are.” If there is only one 
hospital in the community, the task might be easier 
but in a metropolitan section the individual may 
go to any one of a half-dozen hospitals. The doctor 
expects to be informed of the patient’s illness and 
so should the minister. The problem can be solved 


in part by the re-educating of the congregation so 
that they will inform the minister when a member 
of the family is ill as readily as they do the doctor. 
But the hospital has a responsibility, also. In a 
hospital in Plainfield, New Jersey, an arrangement 
has been perfected whereby the patiént on admis- 
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sion to the hospital states his denominational con- 
nection. A list of all the patients, showing the 
religious affiliations of each, is kept at the desk 
and is available to all clergymen. This method 
could be adopted by every hospital. It would in- 
crease the friendliness of both the religious leader 
and the patient toward the hospital. The technique 
could be greatly improved if on the registration 
of the patient a card could be sent to the priest, 
rabbi or minister stating that such and such a pa- 
tient, a member of his congregation, had been 
admitted on a given date. Especially in major oper- 
ative cases, the minister might be able not only to 
help the patient adjust to the emotional disruption 
involved, but also to share with the family in the 
shock and uncertainty of the event. 

II. A second area of failure occurs at the point 
of the patient’s complaints. Frequently, he will 
pour out on the minister all the repressed dissatis- 
factions he has felt toward the hospital, the doctor 
or nurse. Some of these complaints are imaginary, 
the products of a feverish brain; some are partly 
grounded in reality but have been exaggerated by 
each hour’s thought. So far as I know no hospital 
has made use of the minister as a buffer between the 
patient and the hospital force. 

Richard C. Cabot, M.D., and Russell L. Dicks, 
B.D., have written a most stimulating book on “The 
Art of Ministering to the Sick,” which has been pub- 
lished by the Macmillan Company. It is a series of 
studies of hospital life and the reactions of patients 
to religious suggestion conducted at the Massachu- 
setts General Hospital. Every religious worker 
should be required to read it, and scarcely less im- 
portant would be its value to the physician. Dr. 
Cabot observes: “To hear complaints and to be 
neither gullible nor callous, needs training. Patients 
complain of their doctors, of their nurses, of the 
medical students whom they see in the hospital, of 
their relatives, friends or acquaintances, and of other 
patients. They complain of their diet, of hospital 
rules and of many other matters. The minister who 
hears complaints should land his mind in one of 
four positions : 

1. That the complainant is justified and that the 

matter can be set right. 


2. That the complaint is justified but that the 
matter probably cannot be set right. 


os) 


That the complaint is unjustified. 
4. That the complaint may or may not be justi- 
fied, and should be further investigated.” 
The complaints fall into three categories. The 
first relates to the institution and its rules: 


“1. That patients are wakened and washed too 
early. 





That the food is bad or badly served. 


That too many noisy or dying patients. are 
left close to the complainer. 


That the rules as to visitors and visiting hours 
are inhumanly rigid. 


That there are too few experienced and kindly 
nurses. 


That the floors are too slippery. 


That there are too many medical students at 
work on tasks beyond their capacity.” 


It is the minister’s task to explain that all the in- 
terlocking relationships of the hospital require a 
rather rigid routine and that such impersonal regu- 
larity is not due to hard-heartedness but is a neces- 
sary part of the functioning of an institution where 
several groups must coordinate if the hospital is to 
serve efficiently all its patients. 


A second list of complaints has to do with doctors 
and interns: 
“1. Neglect, owing to hurry and inattention. 


2. Heartlessness, mechanical behavior, careless- 
ness. 


Roughness of hand or voice. 


Vagueness and elusiveness when the patient 
wishes to talk over his troubles, their future 
and their treatment. 


Too much research and teaching; too little 
personal interest. 


Procrastination. 


Personal unattractiveness, e.g., odor of tobac- 
co, of alcohol, or of ether. 


Commercialism, 


Defending all that subordinates do and being 
defended by all subordinates. Conspiracy 
against the patients.” 


Here the minister should be a discriminating lis- 
tener for he will realize that most of the complaints 
inhere in the patient’s abnormal attitude due to his 
isolation, pain, fear and uncertainty, rather than in 
the doctors’ inattention or inefficiency. 


The third grouping of complaints has to do with 
the nurses: 


“1. Neglect. ‘Will not answer the bell.’ 


2. Roughness or clumsiness in handling the suf- 
ferer. 


Blocking direct and close relation between 
patient and doctor, by always being present at 
his visits. (This also makes it difficult for the 
patient to complain of the nurse.) 


Inconsiderateness: noise, whispering or talk- 
ing outside the door. Talking about disease 
and its fascinating horrors. 


Petty tyranny. 


Over-attention, when the patient wants to be 
alone, 


Trying to attract the patient’s attention to her- 
self.” 


Here again the minister is in a position to help re- 
store the patient’s distorted perspective either 
through a direct statement of fact or through in- 
direct suggestion. 


I am quite aware of the fact that the minister 
has no professional connection with the hospital. 
But he could be used to greater advantage. The 
majority of ministers call on their members who 
are patients in hospitals. They are bound to hear 
such complaints as have been enumerated. The 
point I am pleading for is that there be a more un- 
derstanding relationship between the hospital staff 
and the ministers of the community. One very prac- 
tical way of securing this would be to invite the 
Ministerial Association to visit the hospital once 
every year. Let the superintendent of the hospital 
and a doctor or two talk about the work of the hos- 
pital and particularly the relationship of the minister 
to the patient. After these presentations, let there 
be a discussion period when questions may be raised. 
It might do much to help those of the clergy who are 
insensitive to their opportunity and who, perhaps 
because of lack of understanding, listen too sympa- 
thetically to the complaints of the patient. This more 
direct relationship would do much to make the 
clergy both better informed and more enthusiastic 
interpreters of the hospital in the community. 


III. The third area of failure is in the relationship 
between the minister and the physician. Some min- 
isters are not qualified either by training or tempera- 
ment to minister to the patient, as this paper sug- 
gests. Some of them look upon the patient as a 
theological guinea pig and fail to glimpse the human 
situation. Looking through ecclesiastical lenses, they 
fail to sense the emotional content of the patient’s 
experience, his fears, frustrations, and gropings. 
The “Time” magazine of April 6, this year, had the 
following comment: 


“To comfort the sick and perform last rites 
over the dying are pastoral duties which often 
bring clergymen into hospitals. Hospital entry 
blanks for registering patients usually contain a 
space for recording religious affiliations, How- 
ever, in many a U. S. hospital the clergy are not 
welcomed unless patients so request. Reason: 
patients are irritated by tactics which seem little 
better than spiritual ambulance chasing. 

“Nonetheless in New Haven, Conn., last 
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week, New Haven Hospital agreed to permit the 
clergy to inspect names and faiths of ward 
patients for an indefinite period, the length. of 
the period presumably depending upon the re- 
straint shown by local ministers who had agi- 
tated for the change.” 

There may be some spiritual ambulance chasing 
on the part of the clergy, just as there are some 
doctors and lawyers who chase ambulances. All 
such are a disgrace to their profession and fortunate- 
ly belong to a small minority. On the other hand, 
some doctors see life only on the biological plane; 
they study the patient only in terms of the disurb- 
ances of the gut, as Professor John B. Watson 
would say, and fail to take into consideration the 
outreach of the soul. I suppose it is hard for the 
doctor to measure up to the ideal of his profession 
as it is for the minister to imitate some of the saints 
he preaches about. The successor to Dr. William 
Osler could say of him: 


“cc 


if you can bring into corridor and ward 
a light, springing step, a kindly glance, a bright 
word to everyone you meet, arm passed. within 
arm or thrown over the shoulder of the happy 
student or colleague; a quick, droll,. epigram- 
matic question, observation, or appellation that 
puts the patient at his ease or brings a pleased 
blush to the face of the nurse; an apprehension 
that grasps in a minute the kernel of the situa- 
tion, and a memory teeming with instances and 
examples that throw light on the question; an 
unusual power of succinct statement and pic- 


turesque expression, exercised quietly, modestly, 


and wholly without sensation ; if you can 
enter the sick room with a song and an epigram, 
an air of gaiety, an atmosphere that lifts the in- 
valid instantly out of his ills, that produces in 
the waiting hypochondriac so pleasing a con- 
fusion of thought that the written list of ques- 
tions and complaints, carefully compiled and 
treasured for the moment of the visit, is almost 
invariably forgotten ; if the joy of your visit can 
make half a ward forget the symptoms that it 
fancied were important, until you are gone; if 
you can truly love your fellow and, having said 
no evil of no man, be loved by all; if you 
can do all this, you may begin to be to others 
the teacher that ‘the chief’ is to us.” 


What I am trying to say impartially is that many 
ministers and physicians because of provincial pro- 
fessional views block each other in the recovery of 
the patient. Many patients facing major operations 
could find emotional adjustment which would have 
a helpful bearing on their convalescence if a minis- 
ter were invited to share with them before the 
operation. Many physicians, recognizing the value 
of such an interview, encourage it. 

Again in acute cases, where pain is an obvious 
factor, the doctor is most needed and the minister, 
least needed. It is in the chronic, hopeless illnesses 
that the doctor is less needed and the minister can 
make a more comforting contribution. Here the 
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patient’s philosophy of life is tested. The ultimate, 
non-metrical realities surge to the fore. The body 
is already condemned but the spirit may pull against 
its leash if it has made seizure of an adequate re- 
ligious faith. 


Religion as a Stabilizing and Re-integrating Force 

It seems to the writer that there is an apparent 
failure to use religion as a force in stabilizing and 
re-integrating the experience of the patient. The 
minister’s field is neither the physical nor the men- 
tal. It is the spiritual, if by that one means not the 
ethereal opinions and whims which are sometimes 
associated with religion, but the instinctive desires, 
the individual longings for self-completion, the crav- 
ing for beauty and truth, and primarily the deep- 
seated desire most individuals have to identify them- 
selves with a super-reality which is both cause and 
end in the strange universe in which they find them- 
selves. The emotionally starved and disturbed 
patient may need the help of the minister. As Dr. 
Cabot says: 

“They need the minister because the sick do 
not live by bread alone, nor by the most ap- 
propriate diet, medication, surgery, nursing, and 
hygiene that can be brought to their aid. They 
need the clergyman because the appendix, the 
gall bladder, the heart, lungs and other organs 
are not independent machines but are linked in 
their adventures with a nervous system and with 
a conscious mind which usually integrates, 
though it sometimes disintegrates, their be- 
havior in sickness and in health. 

“Tt is stupid to help a patient in one respect 
and hurt him in another. To give him good 
medicine but bad food would seem too idiotic 
to be borne. But at present we do something as 
bad as this in many cases. We work hard to 
improve the condition of the sick man’s body, 
but we allow conditions to exist which hurt his 
mind and through his mind check the healing of 
his tissues. Mental and spiritual food is a cry- 
ing need. Yet in long illness the mind usually 
starves or hungers, because man is not so one- 
sided a creature as our medical treatment as- 
sumes. We ignore the patient’s view of hospital 
sights, sounds, and smells, of the doctor’s sig- 
nificant silences and half-heard conversations 
with assistants and nurses. We let poisonous 
fears act on his body and on his mind, because 
no one stops them or neutralizes them. He fears 
death oftener than his doctor and his nurse 
realize because they know so well that his dis- 
ease is not a mortal one. 

“Doctors aim to banish, to curb or to prevent 
suffering. But the doctor has not always the 
skill to diagnose or to treat the mental part of 
illness. In many cases he can discover nothing 
to do for the mental suffering, emotional starva- 
tion, oecupational upset, that exist in heart dis- 
ease, lung disease, and other common maladies. 
Sometimes he can lessen these psychic burdens 
of illness only by healing the physical tissues. 
Medical treatment is then the whole task, as it 
is especially in mental disease and in the fevers 





which blunt consciousness. But this is rare. 
Usually we can attack disease both through the 
body and through the mind. A man carries into 
his illness the interests, affections, emotions, 
conflicts that have governed him hitherto. They 
raise his blood pressure, they upset the move- 
ments of his heart, his stomach, and his bowels. 
They pervert the chemistry of his digestion and 
of his metabolism. The medical profession sees 
these connections better today than twenty years 
ago. Doctors are beginning to recognize the 
emotional and spiritual element not only in men- 
tal disease but in all disease.” 


Emotional Reactions Which Retard 
Convalescence 

One religious worker in a metropolitan hospital 
has listed four emotional reactions on the part of 
patients, all of which necessarily retard convales- 
cence. 

Loneliness. Sickness cuts one off from the nor- 
mal activities. Recently, the writer called on a 
woman of middle age who had never been a patient 
in a hospital. He found her emotionally upset at 
the strangeness and isolation of her experience. 
Again loneliness is a keen realization as convales- 
cence proceeds; friends call less frequently and 
nurses and doctors are less attentive. Some are not 
lonely until they are sick; others have always been 
lonely but the hospital experience accentuates it. 

Fear. The instinct of self-preservation is so in- 
grained that even the normal person facing an opera- 


tion finds* himself in the grip of apprehension. 


Other resources than mere physical resistance must 
be summoned. The religious worker quoted above 
cites an interesting case : 

“A patient with an intestinal obstruction was 
called to our attention. By an operation the 
obstruction could be removed and the patient's 
life saved ; otherwise he would surely die. The 
patient refused to have the operation. One of 
our theological students went to see him. The 
patient, a boy of twenty-two, said he was afraid 
he would die if he submitted to the operation. 
But in fact he was dying anyway, and had had 
two blood transfusions already. For three days 
the doctors had been trying to convince him of 
the necessity of an operation. The student, 
after letting the patient know that he was a min- 
ister, said: “Suppose you do die; what is there 
in death that you fear?” He thus centered the 
boy’s attention on death rather than on the fact 
of dying. After some thought along this line 
he agreed to have the operation. We discovered 
later that it was not death but the anesthetic 
which he feared; by centering attention beyond 
the operation he was helped to see this. 

“This instance illustrates both skill and under- 
standing on the part of the minister, plus con- 
fidence in the face of death, which probably was 
as responsible as anything else in helping this 
boy to face his ordeal.” 

The fear which saps confidence must be overcome. 


The strangeness of the hospitals, its smells and 


noises, the professional bearing of nurses and doc- 
tors, furtive glimpses of unconscious patients being 
wheeled from operating rooms, the repressed fears 
of the years all conspire to unnerve the patient. The 
religious approach attempts to generate confidence 
by centering attention on those realities which per- 
sist amidst the vicissitudes of life. 

Bitterness and Grudge. The emotional maladjust- 
ments seem to be sharpened by illness. In the 
emotional turmoil which sickness often entails the 
repressed feelings are released to haunt an already 
physically harassed patient. Or again the realiza- 
toin that the malady is incurable may induce a bel- 
ligency toward God and one’s fellows which leaves 
the individual islanded in self-misery. Only tactful 
understanding, not argument, can bring readjust- 
ment. 

The Sense of Guilt. Often the sense of guilt 
which has been repressed amidst the pressures of 
daily activities is thrust into consciousness with 
poignant sharpness, Illness brings time for reflec- 
tion and reflection becomes introspection. The writer 
has at the present time in his constituency a man 
who has lost confidence and poise to such a degree 
he is afraid to leave his home. The psychiatrist, 
who is treating him, has found that a sense of guilt 
due to youthful sexual indiscretions has been the 
major contributing factor. Religious reorientation 
is needed as much as any other factor. 

Loneliness, fear, bitterness, and an obsession of 
guilt are beyond the power of medicine or surgery. 
The physician usually is frank to admit such. In 
complicated states they are the specific field of the 
psychiatrist. But even after he has made his analysis 
the individual needs the bracing and toning power of 
a new philosophy, a more comprehensive outlook on 
life, a new scale of values, the energizing power of 
religious faith. Religion has a contribution to make 
to hospital efficiency at the point of the impalpable 
forces which play about the destiny of the patient. 

Very slowly, we are coming to recognize the 
duality of man—that he is a psycho-physical being. 
Both mind and body must be treated, and in the in- 
tegration of his mind, religion, if stripped of tradi- 
tionalism and sectarianism, has a vital contribution 
to make, The probing of the surgeon’s scalpel must 
be related to the prayer of the minister. Dr. Harvey 
Cushing has a chapter on “The Personality of a 
Hospital” in which he says: “It is not the externals 
of an institution any more than of an individual 
that gives it renown; it is the character of the service 
it performs—the quality more than the quantity of 
its work which enables it to establish and’ to main- 
tain leadership.” It has been the thesis of this paper 
that among the many forces which give distinctive- 
ness of service to the modern hospital, religion 
may and should be included. 
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Adequate Medical Record Department 


SISTER MARY HILDA, O.SF., R.N. 
Record Librarian, St. Joseph's Hospital, Joliet, Illinois 


ese that has good records accom- 


plishes its purpose in every department because good 
records mean combined action, co-operation. When 
the relation between the various hospital departments 
with the record librarian is one of mutual under- 
standing, efficiency in records will and must follow. 
This efficiency is dependent upon a unity of pur- 
pose obtained by personal contact and discussion 
of each other’s problems. 


What Constitutes a Scientific Record? 

A scientific clinical record is the story of the 
patient given by him or by his nearest kin or ac- 
quaintance, and supplemented by information se- 
cured as a result of investigations and systemic 
examinations. All facts obtained through this pro- 
cedure are entered in writing for preservation and 
thus become authentic evidence. 


The essentials of a hospital record should be con- 
summate and reliable in every detail. 

The contents of a medical record are as follows: 
A. The identification data 
B. The complaint and present illness of the patient 
C. The past history 
Family history 
Physical examination with provisional diagnosis 
Reports of special examinations such as: 


mm © | 


a. Reports of the clinical laboratory 
b. Reports of x-ray findings 
c. Other special findings including consultations 
d. Pathological reports with full description of 
tissues removed 

e. The course of treatment followed 

G. Final diagnosis with condition of patient on 
leaving hospital 
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Follow-up record at least on all important cases, 
especially on Fractures and new Growths. 

I. In case of post-mortem examination full de- 
scription of necropsy findings 
Nurses’ notes and graphic charts, with daily 
treatment record 

K. In obstetrical cases complete labor, birth and 
newborn record 


How to Secure a Good Record? 

By combined action only. 

The Admitting Office takes the first step towards 
making of a hospital record. Securing the full name, 
correct address, date and hour of admission, age, 
social state, nationality, occupation, name and ad- 
dress of nearest relative or friend, and name of at- 
tending physician. A duplicate of each admission 
is sent to the record room, according to custom, once 
or twice daily; and upon receipt of these admission 
papers, they are promptly entered in the Record 
Room Patients’ Index according to admission case 
number and also alphabetically. The admitting 
clerk sends the admission blanks with typewritten 
social data to the supervisor of the respective 
patient’s location; there they are placed on the 
patient’s chart, which is properly labeled for the con- 
venience of the attending physician. 

The Intern is informed of the arrival of a new 
patient by the supervisor in charge, so that he may 
start the history and physical examination at his 
A physician’s order sheet is 
attached to each patient’s chart, on which the orders 
for the care of the patient are written or at least 
signed by the attending physician. 


earliest convenience. 


Nurses’ Bedside Notes are kept from the time of 
admission to the time of discharge of the patient. 
The relation between the nursing department and the 
record room may not at first glance seem very ob- 
vious, but in reality, we find these two departments 
closely integrated. All nurses working in the institu- 
tion should be offered the opportunity to familiarize 
themselves with the activities of the medical records 
department. A personal visit to.the record room, 
and a conference with the different nursing-groups, 
at least a few times a year, would be of an inestimable 
value. In this meeting, the librarian should not only 
discuss the aims and ideals of the record service, but 
she should present and correct common errors. Con- 
sequently the nurse will see the necessity of making 
better records, and will be a help to the supervisor 
in securing written orders and progress notes on her 
patients’ charts. She will also form a clearer ’con- 
ception -of the necessity of post-mortem examina- 
tions, and if possible, she will be helpful to the doc- 
tor in obtaining more autopsies, for a good nurse will 
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quite readily win the confidence of the relatives con- 
cerned. 

The Surgical Department is next in this important 
picture. The operating record consisting of the 
gross findings, procedure of surgery, technique of 
operation should be either written by the surgeon 
or dictated. It is the complete operating room rec- 
ord that in many instances makes the record of final 
value. A pre-operative diagnosis should head every 
operation report and the surgeon’s signature should 
be affixed to each one, 

The X-Ray and Clinical Laboratory can co-operate 
with the record department, by prompt delivery of 
their respective reports, thus giving positive assur- 
ance of a complete chart at the time of the patient’s 
discharge from the hospital. The co-operation be- 
tween the laboratories and the record room is essen- 
tial in assuring better service for the patient at the 
time of his hospitalization. 

It will also serve the laboratories for their frequent 
research work on cases previously treated. Such 
tissue reports as are perhaps incomplete at the time 
of dismissal of the patient, will have to be attached 
to the charts upon their completion, which is the duty 
of the record librarian. While she is responsible to 
see that all component parts of the record are pres- 
ent, it should not be entirely left to her to pass judg- 
ment of the quality of these records; to this end, a 
well organized hospital should have a record staff 
to assist in this important task. 

The Writing of Progress Notes is of great im- 
portance. Some doctors do not wish to give their 
poor results and record only positive findings, 
omitting all negatives and complications arising, thus 
lessening the value and interest of the case study. 
These doctors are not contributing to scientific medi- 
cine. Of course the best excuse if any, is that they 
are too busy to give attention to records. A great 
part of the doctor’s responsibility is shouldered by 
the record librarian, whose lot it is, to do more for 
the hospital than mere routine work of assembling 
and filing. She is obliged to take various dictations 
of progress and follow-up work in order to have her 
records up to the desired standard. 

Her efforts, however, will eventually lead to a 
more careful study of cases, and even the very busy 
doctor can not help but appfeciate a thoroughly 
trained and capable record librarian, 


- 


The Scientific Record Is of Great Value To 
The Patient, to the Physician, to the Hospital, 
to Medical Research 

Patients are often re-admitted for the same, or 
for some other trouble. A well-kept record may at 
such a future occasion be, the only means available 
to give not only the best, but also the quickest help, 
as for instance in a moribund condition, and with a 
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new doctor on the case. The physician is puzzled, 
and al he knows at present is that the patient had 
one or more previous admissions to this hospital. 
The efficient record clerk should and will serve him 
immediately with information, which will enable him 
to recognize the impending danger more clearly, 
especially in a nephritic, diabetic or some other 
equally grave condition; and before the laboratory 
could make it possible to have a report of any kind 
completed, he can already be of great help to his 
patient. 

The well kept medical record may be of great de- 
fense value to the hospital. It enables the superin- 
tendent to detect incompetent members of the medi- 
cal staff. In a case of malpractice suit the authentic 
record may be the only means of protecting both, 
the hospital and the physician. 

Accurate and complete hospital records have a 
very high research value in the field of medical litera- 
ture, while on the other hand, inaccurate records are 
absolutely worthless for statistical purposes. 


These above mentioned values can only be obtained 
by a properly organized and well-equipped depart- 
ment for medical records. The best preservation of 
a medical record is a place easily accessible in order 
that they may be quickly obtained and frequently 
used. The best known remedy against accumulation 
of dust on records is to use them as often as possible. 


Indexing and Filing 


This work is entirely up to the record department. 
Although the minimum standard emphasizes com- 
pleteness of records, the particular system of index- 
ing and filing remains an individual problem. In- 
dexing has by this time been advocated in many 
different ways, but no record system is complete 
without a definite index for patient, for disease, for 
operation, and for the physician. An accepted 
nomenclature should be used. Entering facts in 
written language is preferred to the many code and 
numbering systems. It is according to the opinion 
of experienced librarians the more lasting, for in 
years to come, certain code systems may be out of 
current use, and it would embarrass statisticians to 
make a survey of an index that had been compiled in 
a then out-of-date code or system. 

As to filing, this may be dore either by admission 
or discharge number. If indexing is done according 
to the above suggestion the charts are available with- 
out any trouble. On re-admission the previous 
charts are brought forward and kept handy for the 
attending physician’s survey. A transfer card is left 
in place in the file, from which the record is re- 
moved ; the previous record is now filed with the last 
admission, so that a unit-filing of every patient exists. 
Competent supervision of this work is essential. 








But since no boat can go to sea without a good cap- 
tain, so the record department cannot function with- 
out the leader or chief, the superintendent of the 
institution. The record librarian’s relation to the 
hospital superintendent or superior respectively must 
be that of first kindred, for the development of this 
department without this assistance is impossible. 


Use of the Medical Record 

The records should furnish the basis for analysis 
of the hospital activities other than financial. The 
librarian’s figures correctly used are of equal value 
and importance as are the bookkeeper’s figures of 
the financial status, because it provides the adminis- 
tration with a medical audit. 

An examination of a record department of any 
hospital will reveal the interest in the progress of 
scientific medicine, or it will disclose the lack of it. 
The best evidence of the quality of the hospital’s 
service can be measured by the type of record work 
it maintains, 

All methods of improving medical records are of 
benefit to the patient. Hospital records should be 
compiled with the viewpoint of their future contribu- 
tion to research work, and as years pass, the record 
department should become a source of valuable in- 
formation of vital statistics. 

Records may be of purely professional use within 
the hospital, but in many instances the courts are 
seeking such specific information, which they have to 
obtain from the hospital record. 

If a record is thus submitted in court, all material 
is scrutinized very carefully, because such evidence 
in a given case may be the only source of informa- 
tion available. The librarian may be required by 
oath to pledge the correctness of this record, 

It must be apparent from the emphasis that is 
given for the protection and preservation as well as 
for the securing of clinical records, that they are 
considered of invaluable importance to the hospital, 
the doctor, and the patient. 

Here it may also be considered that the education 
of nurses and interns has considerable help through 
a properly functioning record department, and that 
thus operated the record unit can and will become 
an educational center for many. 

Correlation of the Clinical Records 
and Medical Literature 

In preparing articles for publication or papers to 
be read at medical meetings, records are often 
searched for this material. It may be some interest- 
ing case or a series of cases, certain types of opera- 
tions, or a group of cases over a period of years. To 
locate this, the diagnostic index or the operation in- 
dex are the only means of finding the desired in- 
formation. The more detailed the case history, the 
more satisfactory will be the work to be compiled. 






















Accurate and complete hospital records have a very 
high research value in the files of medical literature, 
while on the other hand, inaccurate and incomplete 
records are absolutely worthless for legal or statisti- 
cal purposes, or for any comparative study. 

If the record librarian will be able to establish an 
understanding and relationship between the record 
room and every other department in the hospital, 
and also get the co-operation of the attending physi- 
cians and interns, she will see her efforts rewarded 
and obtain complete medical records, thus contribut- 
ing her share in the service of the patient, for whom 
after all, this entire work is done. 

Relation of the Medical Library and Record Room 


The importance of the relation of the medical 


in ie UNDOUBTEDLY will be interested to know 
that the Bridgeport Hospital is a general hospital 
and that it received its first patient in November, 
1884, and in 1885, 144 patients were treated. Last 
year the number of patients treated was 10,024, a 
daily average of 315.6 patients. The daily average 
length of stay per patient was 11.5 days. 

My life work has been the administration and 
planning of hospitals and consulting upon hospital 
problems, and I shall, therefore, not qualify to speak 
authoritatively upon library methods and procedures. 
[ will simply endeavor to outline the development 
of our library and present a few of my personal 
views. : 

I have seen vast strides in surgery, medicine, spe- 
cialties, hospital buildings, equipment, and in the 
training of nurses, as well as in hospital procedures. 
The one thing that in the past has been overlooked 
and today is not generally considered a necessity is 
a hospital library. Can anything be more necessary 
for the pleasure and well-being of a patient than 
books, and this service should not be haphazard but 
should be in the hands of capable, well-trained peo- 
ple. It is true that during the past fifteen years 
more and more thought has been given to the estab- 
lishment of hospital libraries and I believe that in 
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library and the record room is rapidly growing. The 
librarian should be interested in medical library work, 
because it again results in more completeness of 
records. These two departments combined can and 
will result in many advantages to the doctor and the 
librarian. Certain hospital cases necessitate a sub- 
ject study and review of literature. If the record 
room has for its control the medical library, the 
librarian will have an opportunity for reading and 
research study, and with some initiative on her part, 
she will make it possible to gain reliable information, 
which she can get ready for the use of the doctors 
seeking it. In this way she can be an inspiration 
towards research study in the hospital, and a great 
help to the medical staff. 







the future the architect and consultant will incor- 


porate in the plans of hospitals, adequate space for 
the library. ; 

The Bridgeport Hospital, for over twelve years 
prior to December, 1930, was fortunate in having 
a library under the supervision of a Ladies Aux- 
iliary. These volunteer workers gave generously of 
their time and did wonderful work but unfortunately 
they were limited to donations for the library and 
were only able to give a part-time service. Twice 
a week for years the group of ladies under the lead- 
ership of Mrs. Lydia Payne came faithfully to the 
hospital, giving out books and good cheer to the 
patients. Our dependence upon donated books lim- 
ited the number of desirable books available. There 
could be no censorship of books essential for bene- 
ficial reaction which is the basic purpose of the 
service, 

It was in August, 1930, that Samuel P. Senior, 
our president, suggested the need of a library service 
in connection with the Public Library, and a confer- 
ence with Orlando Davis, then librarian of the 
Bridgeport Public Library, soon resulted in the con- 
summation of plans and in a short time our library 
was well under way. Mr. Davis recommended Mrs. 
Marion Hubbell as our librarian. With Mrs. Hub- 
bell’s work and Mr. Davis’ assistance, the branch of 
the Bridgeport Public Library was established De- 
cember 1, 1930. Since then a branch of the City 
Library has been established in St. Vincent’s Hos- 
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pital, Bridgeport. It was only last Friday that Sister 
Anna, who is in charge of St. Vincent’s Hospital, 
expressed herself as highly gratified at the excellent 
service rendered by the City Library. 


The Benefits of the Hospital Library 


Speaking as the administrator of the hospital, in 
the years that the Public Library has been running 
the hospital library under Mrs. Hubbell’s supervi- 
sion, I have scarcely known that there has been an- 
other department added to our institution. It has 
been absolutely smooth-running and no additional 
work for the hospital staff, but. the benefits the 
library has given to the hospital, its patients, and its 
staff are too manifold to describe. Our only regret 
at the present time is that our space is too limited 
to include our medical library with the circulating 
library. However, Julian A. Sohon and the libra- 


City Library retained 500 volumes. They added 
315 volumes at a cost of $262.00. In addition they 
had miscellaneous expenditures of $25.00, so that 
to open our branch they spent $287.00 exclusive of 
salaries. During the first year of operation 445 
books were added to the original purchase at a cost 
of $438.00, making a total expenditure of $725.00. 
The yearly average cost for: books thereafter has 
been approximately $275.00. 


What the Hospital Furnishes 


The hospital furnishes the room, equipment, tele- 
phone, and an assistant. Our initial expenditure was 
simply the purchase of a traveling library or book- 
wagon at a cost of $48.00 and a number of subscrip- 
tions to periodicals at a cost of $40.00. The assis- 
tant to the librarian, who is a part-time employe, 
receives $30.00 per month. I should judge that at 
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rian have been working with us upon plans for such 
a combination. If this space were available, the 
city librarian would be in charge of the combined 
library and I am quite sure our staff would be most 
happy. In some hospitals this combination would 
not be practicable but in the set-up of our institu- 
tion it would make for a happy solution of our 
medical library problem. 

In assuming charge of our library in 1930, the 


present the total hospital expenditures would not 
exceed $35.00 per month, and this amount would 
include the few periodicals that we find necessary 
to purchase. 

In compiling the annual financial operative figures 
it is not generally customary to include the interest 
on the original investment of construction of a de- 
partment, and in view of the fact that our library 
room was originally planned for library purposes 








we do not deem it advisable at this time to include 
that expense as chargeable to the library, nor do we 
deem it advisable at the present time to charge the 
little heating and cleaning to that department. How- 
ever, I do feel that the future trend will be toward 
the incorporation of these items when giving the 
cost of any department. Today at our hospital this 
department is considered an administration expense. 
We feel we should give all encouragement in the 
establishment of a new department. 

The latest bill we received for one year from the 
City Library indicated that only 8 books were lost 
at a cost of $7.50. The previous year there were 
only 6 books lost at a cost of $4.50. It is my belief 
that this speaks well for the splendid co-opera- 
tion of everyone connected with both organizations, 
especially in the supervision of the library, and the 
fact that the staff are allowed library privileges. 

The daily census, exclusive of babies, for the year 
1935 was 273 patients. The number of employes 
and student and graduate nurses was 423. Quite 
frequently our total census of patients ranges be- 
tween 350 and 390 daily. Then again our census 
may drop to 250 patients. Therefore, hospital serv- 
ice must be very elastic to take care of such severe 
fluctuations. Recently 50 patients were admitted to 
the hospital in one day. 


The Operation of the Hospital Library 

The library is open six days a week, including 
holidays, from two to-five-thirty o'clock in the after- 
noon, and on Mondays and Fridays between the 
hours of nine and ten o’clock in the morning. The 
librarian is at the hospital all day Monday and Fri- 
day, also on Wednesday morning. On Monday and 
Friday the librarian visits each ward and private 
floor with her traveling library. The assistant is 
on duty every afternoon. 

With our plan in Bridgeport at present, the libra- 
rian is enabled to spend a portion of her time at the 
City Library; and thereby keeps in touch with in- 
formation and various library procedures. This 
general library knowledge is bound to be beneficial 
to her work, and to the patients in the hospital. 

Each month the librarian presents a report of the 
circulation of books as follows: fiction, non-fiction, 
juvenile. These reports are read at each meeting 
of the Executive Committee and at the meetings of 
the Board of Directors. They are enthusiastically 
received and discussed. The monthly average over 
a period of five years has been over 2400 books. 


Important Factors That Produce 
Therapeutic Results 


I believe the following to be some of the most 
important factors of our system which produce de- 
sired therapeutic results: 

1. The privilege to reserve all desired material 


from the Main Library and all of its branches 
The fact that the library purchases over 20 
new books each month 
3. We receive over 200 periodicals from the post- 
office each month 

4. That there is not a time limit for patients nor 
a limit to the number of books they may bor- 
row 
That for the staff there is a time limit of three 
and seven days on all new fiction and all books 
of particular interest to the patients 
6. Patients are safeguarded from all books con- 
taining material which might prove upsetting, 
and offered books especially helpful according 
to their needs 
The following notations are stamped on the 
pockets of many books: 

Not advisable for all patients 

Not for any patient 

Depressing 


bo 


wm 
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Realizing the great importance of the subject be- 
fore us, I asked Dr. Daniel P. Griffin, attending 
neuropsychiatrist of our hospital, to briefly give his 
views, which I take pleasure in presenting herewith: 

“Hospital development during the past genera- 
tion has been characterized by the assumption of 
a greater degree of responsibility for the well- 
being of the patients considered as a social unit. 
Not only have the hospital doors remained open 
to patients of every social status, not only have 
hospitals devoted to special fields of treatment 
been founded and expanded, but particular atten- 
tion has been paid to the mental welfare of the 
individual patient. Through consultation service, 
expert opinion and consultation have been solicited 
about related and complicating symptoms of his 
ailment. Through the social service department 
an effort has been made to relieve him of anxiety 
concerning his family. Through occupational 
therapy, illness with its attending mental evils is 
minimized and a constructive effort is inspired 
and developed. 

“More recently the therapeutic possibilities of 
a well-stocked and carefully administered library 
have come to be increasingly appreciated. All lit- 
erate patients do more or less reading. Inevitably 
the type of reading done must influence their 
mental attitude. With a wide selection of books 
from which to choose, a competent librarian can 
do much to stimulate the depressed, comfort the 
discouraged, and entertain those who are simply 
bored. For the large number of those who have 
never had time to read or who have never fully 
appreciated the satisfaction which may be derived 
from a simple but helpful program, the hospital 
librarian offers amazing possibilities. An interest 
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in some half-forgotten hobby may be revived, ad- 
ditional and valuable information about one’s daily 
work may be acquired, and a suitable program of 
cultural betterment may be initiated. 

“Such therapy is not to be carelessly adminis- 
tered—competent and experienced counsel is a 
requisite for the best results. However, part- 
time service is adequate and in our experience has 
been entirely satisfactory.” 


The Patient's Interest in the Hospital Library 


It has always been a great pleasure, when making 
rounds with Mrs. Hubbell, to see the great enthu- 
siasm and delight of the patients upon her arrival in 
the wards. Then to see the care in selecting the 
book or books by the patient and the discussion of 
various books, I often marvel upon the ability of 
the librarian to censor all the books that are in the 
library. 

Another interesting feature is that patients order 
books that are not on the shelves at our library and 
they are supplied from the central library the after- 
noon of the same day they request the books. 

It has often been said at national meetings that 
friends or relatives of patients supply or can supply 
books. This may be true, but how often are these 
books harmful. 

I can thoroughly appreciate that during the pres- 
ent period of uncertainty through which we have 
been passing and with the many problems that are 
confronting us, great care and consideration must 
be given to a new undertaking. However, it is in- 
teresting to note that it was during this period that 
the library in Bridgeport undertook to assume this 
responsibility and I feel they have never regretted 
the undertaking. I can assure you we appreciate the 
great vision of Mr. Davis in bringing it about, and 
are most thankful to the Board of Directors of the 
City Library in giving it their stamp of approval. 

Frequently when visiting the library one sees a 
varied group discussing and receiving books. They 
may be members of the attending medical staff, a 
laboratory technician who may request a book re- 
cently published, the nurse instructor seeking a group 
of books to be used as reference reading by her 
students, ward maids, kitchen maids, orderlies, and 
others who come for their literary fare. The entire 
nursing staff use the library actively. You may read- 
ily see that it is a real factor in the life of the insti- 
tution. 

You have been told of Orlando Davis’ work in 
establishing our library and placing it upon a firm 
foundation. I now wish to express our apprecia- 
tion to Julian A. Sohon for his continued personal 
interest in furthering its development. It has in- 
deed been a great pleasure to have been associated 
with Mr. Davis and Mr. Sohon in this work. 


The dimensions of our library are 12x14x12 feet 
high. At present we have 212 lineal feet of book- 
shelving. If the question should arise as to the 
cost of new construction of space sufficient for a 
library when considering a new building, I would 
like to call your attention to the fact that the cost 
per cubic foot for this department should be less 
than the total average for the building as a whole, 
for the reason that within this department there 
will not be found the expensive mechanical equip- 
ment and technical equipment that is so necessary 
in the operation of an institution. 

The patient, of course, is the first consideration 
and no library enthusiast should expect any hospital 
to sacrifice patients’ space for a library. However, 
there are frequently many small spaces, one of which 
could be used for library purposes until such time 
that the hospital can provide the proper accommo- 
dations. 


The Selection of the Librarian 


I believe the success of the library at the Bridge- 
port Hospital has undoubtedly been due largely to 
the selection of its present librarian. It is my belief 
that the keynote of the success or failure of a hos- 
pital library lies in the selection of the librarian. She 
must be a keen student of human understanding and 
must be familiar with her biblio-therapy; this ap- 
plies not only to a general hospital such as ours but 
to a children’s hospital, a tuberculosis hospital, or 
a mental hospital Too many books have been 
loaned to patients which have not been read first 
with careful thought as to their therapeutic value. 
The librarian should be possessed of personality 
plus! She must certainly have sufficient ground- 
work and I believe training in a city library. She 
should be a person capable of organizing a library 
and carrying on its work in a very definite way that 
will not interfere with hospital routine. One must 
bear in mind that the librarian has not only a duty 
to perform to the city library but she also has a duty 
to perform on behalf of the hospital, and therein 
lies an opportunity for much difficulty due to the 
fact that to a certain extent she has two employers, 
although she is officially employed by the city library. 
I must say in connection with our hospital that at 
no time has any question arisen and the work has 
proceeded in entire harmony. 

I believe that my discussion would be incomplete 
if I did not make reference to the section meetings 
of the American Hospital Association upon Libraries 
where Robert E. Neff of the University of Iowa 
Hospital, has to a large extent been responsible for 
the advancement of hospital library service. These 
meetings will undoubtedly promote the growth and 
interest in the development of hospital libraries and 
thereby benefit the great army of hospital patients. 
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E-D-I-T-O-R-I-A-L-S 


Our Hospitals’ Interest in 
Legislation 


Whether the trustees and administrators of all 
individual hospitals realize it or not, hospitals are 
definitely in politics; not party politics, but politics 
in the broader sense; the affairs and policies of 
civil government. There was the time when most 
voluntary hospitals had their private sources of in- 
come for the support of their charity services. 
During this period the executives of the average 
hospital were interested in coordinating their ef- 
forts with other hospitals only insofar as these in- 
fluenced improved means and methods of equip- 
ment, construction, and administration. 

But conditions have changed. Private income has 
been reduced so that these former benefactors of 
hospitals do not have now the excess resources with 
which to underwrite charity service which, in turn, 
has been greatly increased by economic conditions. 
Likewise, the need for financing the many new 
forms of social security has both increased estab- 
lished sources of tax revenue and introduced new 
tax levies, to the end that these former donors, 
faced with the payment of increased taxes, naturally 
feel that taxation should support the hospital service 
required by the unemployed, the unemployables, and 


their dependents. 


Those who have accepted responsibility for the 
control and management of our voluntary hospitals, 
therefore, must interest themselves and coordinate 
their efforts toward the determination of both state 
and national political policies and legislative affairs, 
so that their hospitals may receive adequate support 
from relief funds, insuring the continuance of the 
service for which they were organized. It is the re- 


sponsibility of these trustees and administrators to 
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conform their efforts and activities to changing social 
and economic conditions. 


There has been every evidence that the present 
national administration is opposed to the giving of 
any aid to voluntary hospitals. They have main- 
tained the attitude that hospitalization of the needy 
be made a local responsibility and have persisted in 
the policy of granting federal aid only to publicly 
controlled and wholly tax supported institutions. 
Voluntary hospitals not only have been denied direct 
assistance in caring for the unemployed and their 
dependents, when federal funds were being granted 
for relief, but they also have been denied considera- 
tion even to the extent of allowing relief labor— 
which must be paid for regardless of where used— 
to assist these hospitals in the rehabilitation of their 
plants which have had to be neglected while every 
possible resource was devoted to the care of the 
needy. 

We are now approaching state and national elec- 
tions. It is not too soon to interest ourselves in 
those who would represent us in both executive and 
legislative offices, to see that they are acquainted 
with the needs of voluntary hospitals and to deter- 
mine which ones may be depended upon to give our 
problems sympathetic consideration. The drive 
must begin at home! State and national legislators 
are largely influenced by the desires of their con- 
stituents, so that each trustee and hospital adminis- 
trator should strive to crystallize the thought in his 
community so that his representatives—provincial, 
state, and national—may be aware of the services be- 
ing rendered by voluntary hospitals, their com- 
munity value, and the needs of the local hospitals 
for support in these charitable activities. 

The items of agreement between representatives 
of the American Public Welfare Association and 


the American Hospital Association (noted elsewhere 





in this issue of Hosprrats), regarding the re- 
lationship between public welfare authorities -and 
hospitals, is most encouraging. Hospitals must be- 


come politically minded, so that our elected officials 


who have the power to make these recommendations 
effective may be brought to recognize the worthiness 
of our cause and to provide the necessary legislation 
for the protection and promotion of the interests of 
our hospitals. 


Cer 


The Report of the Committee 


on Membership Structure 


The report of the committee with its recommenda- 
tions concerns every member of the Association, per- 
sonal or institutional, actual or potential. The 
Committee has made an exhaustive study of its sub- 
ject, diligently followed the history of the build-up 
and growth of the Association and dispassionately 
arrived at its conclusions and recommendations. At 
the meeting of the Board of Trustees on June 6, the 
report was received and ordered printed in the July 
issue of HospiTats in order that each of our mem- 
bers may have an opportunity to study the report 
and its recommendations, give due consideration to 
the recommended changes in the constitution and by- 
laws and to pass final judgment on the report at the 


Cleveland Convention, 


It is apparent that some change in the membership 
structure of the Association is desirable. The Asso- 
ciation’s growth has not been of the mushroom 
variety. It has been steady and consistent, each 
year bringing into the Association, hospitals of rec- 
ognized worth, and men and women who are taking 
leadership in hospital administration. As a result 
the Association has arrived at an enviable position 


among organizations of international importance. 


Its future values must depend upon the quality 
and numbers of its members. Its fine traditions and 
its accomplishments form a secure foundation upon 
which the Association will build its permanent struc- 
ture. The service it renders the hospital field will 
increase with its growth in membership and the in- 
terest each member shares in the development of the 
Association. 


An important recommendation of the Committee 
is the formation of a House of Governors, its mem- 
bership to be distributed among the various States 
and Provinces and the selection of its members to 
be made by the various State and Provincial Hos- 
pital Associations. To the Governors so selected 
will be added a number of others chosen by the na- 
tional medical, health and welfare organizations. 


Another recommendation is the increase in the 
membership of the Board of Trustees from nine to 
twelve in order that a wider geographical distribu- 
tion of the Board Membership may be secured— 
the selection of the members of the Board of Trus- 
tees to be made from established regional areas. 


The report is the result of a two years’ intensive 
study by a committee composed of representatives 
from state and regional sections of the Association 
and members of the Association Board of Trustees. 
It is well-ordered and comprehensive. The action 
of the Convention on the report is of far reaching 
importance to the Association. The membership 
should give it careful study and be prepared to take 


action upon it at the Cleveland convention. 


ee 


Hospitals and Compensation 


Cases 


Hospitals are entitled to and should receive 
the per diem cost of care for compensation cases ; 
whether the patients are Federal, State, County, or 
City employees coming under the compensation laws. 
This policy should obtain as well for all patients who 
are cared for under the provisions of compensation 
insurance companies, fraternal associations, or 


private commercial organizations. 


More and more our Compensation Boards, many 
insurance companies and other organizations are 
recognizing the justice of the claims for adequate 
reimbursement for the services rendered patients for 
whom they are responsible. It should be a stated 


policy in every state and province. 


The liberal attitude which many such boards and 
organizations have taken toward the hospitals has 
been accompanied with commendable results. Pa- 
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tients have been better satisfied, they have been re- 
turned to their labors in less time, and the costs of 
their hospitalization have been in most instances 
materially reduced. 

Considered from any viewpoint, the policy of 
paying the costs of the patient’s care, instead of 
forcing the hospitals to serve the patient at less 
than cost, is to the advantage of the patient, the 
public, and the hospital. The loss the hospital sus- 
tains in giving its service to compensation cases at 
less than cost and for which service the patient has 
paid in part, amounts to a considerable sum each 
year, and makes a serious inroad on the earnings of 
the institution. In some way this loss must be made 
up, either through philanthropic contribution which 
is unfair or through reduction in wages of em- 
ployees, and in reduced purchases of needed supplies, 
which is unwise. 

In those states and communities where hospitals 
have diligently explained this difficulty to the proper 
authorities, this evil has been in a large part cor- 
rected. If our hospitals in other states and localities 
where less than cost is paid for the care of com- 
pensation cases, would urge their claims for reim- 
bursement based upon the costs of service rendered, 
they would receive favorable consideration in a ma- 
jority of instances. 

It should not prove difficult for our State Asso- 
ciations to work out an equitable agreement between 
their member hospitals and the compensation boards 


and other responsible organizations. 


es se 


Pay Patients in Governmental 


Hospitals 


Under a recent rule, veterans with non-service 
connected disabilities may arrange for their hospital 
and medical care in veterans’ hospitals by paying the 
per diem rate applicable to the respective hospital. 
The number of veterans who will make use of this 
provision is probably small. The principle involved, 
however, is extremely important and one which 
should be carefully considered by all concerned. 

Government hospitals in general, whether Federal, 
State, or City, have been founded with the direct 
intent of caring for the indigent sick in localities 
where the governmental hospitals form the only hos- 
pital. It is obvious that they work sooner or later 
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to care for all classes of indigent, pay, ward pay, and 
private, but in those localities where there are both 
governmental and voluntary hospitals it has been the 
generally accepted custom that the governmental hos- 
pitals should care for the indigent and the voluntary 
hospital should care for the private, ward pay, and 
such portion of the indigent patients as their endow- 
ment will allow. 

It is true that a joint study by the American Hos- 
pital Association and the American Medical Associa- 
tion has shown that there are a large number of gov- 
ernmental hospitals, mostly city hospitals, which care 
for private patients and ward pay. From this point 
it is impossible to tell how many of these are in that 
class, they being the only hospitals available. It is 
obviously for the advantage of the community that 
they care for all types of patients. 

A grave question is raised in the minds of any- 
one studying this problem regarding the policy of 
caring for private patients in governmental hospitals 
under other circumstances. The question whether 
the government, whether Federal, State or City, 
should enter into any business in competition with 
those operating under private initiative, is one which 
is vexing the entire country. Although voluntary 
hospitals have many points of difference from private 
business, nevertheless the principle involved is the 
same and may be stated as a question whether gov- 
ernmental hospitals should care for private and pay 
patients while there are adequate facilities for the 
care of these patients in existing voluntary hospitals. 

There are, of course, many details which may be 
brought in but which after all are inconsequential 
when compared to the main principle involved, such 
details as comparative costs of care of a veteran in 
a governmental hospital and in a voluntary hospital. 
The Veterans’ Bureau will point to a particularly 
low per capita cost which may be criticized by the 
fact that it does not contain all the items which are 
ordinarily used in computing the daily cost of care 
in a voluntary hospital; the length of stay in a vet- 
erans’ hospital compared to the length of stay in a 
voluntary hospital, etc. 

Our hospitals are deeply interested in this ex- 
tremely important principle and that we must thrash 
this out with ourselves and with governmental au- 
thorities until we come to a clear understanding of 
the position of the voluntary hospitals in our modern 
N. W. F. 


medical work. 





Needs for Records and Cost Surveys 
in Hospital Administration 


S. MARGARET GILLAM 
Director, Department of Nutrition, New York Hospital 


A DISCUSSION OF THIS SUBJECT will be 


limited to such records and cost surveys as pertain 
to the food department. 

Through the American Dietetic Association, proj- 
ects and studies have been carried on which have 
stimulated interest in hospitals in preparing statisti- 
cal data and many of you have, no doubt, contributed 
to such studies. Dr. Estelle E. Hawley, Program 
Chairman of this convention, feels that if there could 
be discussion of the needs and advantages of such 
material that more accurate and complete records 
might be kept for valuable exchange of information 
between hospitals. 

The food department has a very important rela- 
tionship to the financial side of hospital operation 
and for that reason records are a necessity. A neces- 
sity in knowing precisely the present status of the 
costs as well as using this experience to plan for 
future efficiency and economy. Without records 
there can be no satisfactory budget or plan for the 
future. 


The Records and Studies Should Be Concise 
and Informative 


Hospital food departments have not kept up with 
business in making use of graphic statistics in man- 
agement. There is no field that lends itself more 
interestingly to visualization of function than this 
one with which we are concerned. Statistical pres- 
entation is much clearer when it takes the form of a 
graph as it gives information at a glance. It makes it 
possible to compare records in various units, as well 
as data over definite periods of time. Right here, a 
plea is being made, to put material which we prepare 
in more concise and informative shape. Our tech- 
nique of statistical control and graphic presentation 
needs to be improved before studies which are made, 
will be impressive. 

In gathering information in our own hospital or 
in using it in comparison: we must ask what finally 
is the exact purpose to which the statistics are to be 
put and what is their value. We ask also does the 
time, labor, and expense in obtaining them justify the 


Read before the New York State Dietetic Association 
May 22, 1936, Buffalo, N. Y. 


cost involved. Ifa dietitian can show a more efficient 
operation of her department because of records 
which she keeps, then she should insist upon having 
clerical help to obtain the facts. In a food depart- 
ment cost surveys must be practical, easily read and 
reflect accurately trends in operation as well as pre- 
dict what is to follow, and therein lies one value of 
records. They are effectively used when they are 
reduced to simple terms and common factors for 
comparison, 


Standard Records Are Necessary 


First it is desirable and necessary, if we as dieti- 
tians wish to make comparisons that are helpful, to 
see that standards are adopted and followed by all 
that the statistics which are obtained, regardless of 
source, will be comparable. 

Then it must be determined what records are im- 
portant for study either to the future operation of 
the particular department, as a comparison with its 
own operation, or as a comparison with other de- 
partments carrying on a like activity. 

In discussing the first point, the type of records 
will be suggested which seem to most clearly express 
each particular study. I have mentioned the impor- 
tance of the use of graphs because of the readiness 
with which such information can be understood. The 
Circle Chart is excellent in showing how the hospital 
dollar is spent as it gives the relationship of the ex- 
pense of various departments in the hospital. The 
Bar Chart is probably the easiest to grasp and to 
differentiate. It is very expressive for simple com- 
parisons such as seasonal cost of commodities or 
yearly costs of food items. It may be vertical or 
horizontal. The Curve or Line Charts are probably 
the most commonly used. The time element is also 
usually expressed in a chart of this type. This can 
be used to give a complete picture of price variations 
or cost over a period of time, One of the most in- 
teresting charts of this type is that used by engineer- 
ing departments to record outdoor temperatures, con- 
sumption of fuel, production of steam, or electricity 
in the plant. Pins and colored threads are used to 
chart the curves. A chart similar to this could be 
placed in the hospital kitchen to chart the daily census 
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and cost of food, and the quantities of various items 
of food used as well as the fuel consumption. In 
addition, graphic presentation lends itself to innumer- 
able statistics such as labor turnover, number em- 
ployed, cost of payroll, or per capita cost of produc- 
tion, which would be useful when comparing one 
institution’s costs with another, number of accidents 
and causes, time schedules, time studies, income, 
profit or loss, and purchases. Organization charts 
are excellent examples of the use of graphic analysis 
as they indicate the relation of one function to an- 
other in the department and define authority. 


Records of Value in the Operation of the Food 
Department 

The need for records can no doubt best be brought 
out by a discussion of records which have proved 
valuable in the operation of the food department in 
the hospital. 

The cost of raw food must be known to make 
monthly comparisons. This cost must not be the 
purchases alone but should be obtained after the 
food inventories, at the beginning and end of the 
month, have been adjusted. 

The raw food costs for comparison should be re- 
duced to a per meal or per capita daily cost. 

The cost of personnel shouid be allocated to the 
various units in order that the cost of service of 
food may be known. Specifications must indicate 
whether or not maintenance is included in the wages. 

Supply cost, no doubt is one of the greatest varia- 
bles in hospitals as it depends upon the specific hos- 
pital’s standards of operation. This should be re- 
duced to a per meal or per capita cost. 

Indirect expenses such as laundry, housekeeping, 
maintenance, and operation should be charged against 
the food department although the direct control may 
be outside the department. For comparative pur- 
poses this should be reduced to a per capita cost. 

Accurate records should be kept of the meals 
served and it is most essential that a standard be set 
for determining the census. It would seem that only 
actual meals served should be included although some 
hospitals obtain their meal service for patients from 
the midnight census. 

Babies should not be included in this census and a 
separate budget should be set up for the Milk 
Formula Unit. 

The cash income for the department should be re- 
corded. 

All of these current expenses should be carefully 
compared each month with the budget and the prev- 
ious month’s operations, The difference should be 
noted and studied. 


Inventory Control 


Inventory control and replacements are more effi- 
ciently handled when careful records are set up in the 
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institution. Each piece of equipment including glass- 
ware, china, silverware, and utensils should be re- 
corded by units and inventoried monthly. Study of 
cost of replacements, as a whole or for comparative 
purposes per tray served, calls attention to efficiency 
or carelessness. Statistics charted graphically and 
posted in pantries automatically brings results in re- 
ducing breakage and loss. 

Cost surveys of personnel from time to time yield 
excellent results. Job analysis should be carried on 
frequently, to evaluate the work of employees, to 
study working hours, and to check on the efficiency 
of working schedules. Records are needed of rules 
and regulations governing employees. Although these 
may be specific in an institution, at least such records 
are suggestive and helpful to hospitals making such 
studies. 


Better records are necessary for food specifications 
when purchasing. How many dietitians or purchas- 
ing agents give complete specifications and then see 
that these are adhered to when food is received and 
checked for quality. Are the facilities of the govern- 
ment used to the greatest extent in assisting in main- 
taining quality and standards for weights and 


measures ? 

Records of food purchases and perpetual inven- 
tories of food add to efficiency in operation, and make 
possible at any time studies of consumption such as 
the quantity of milk, butter, meat, eggs, and other 
items per person served. 

Canned goods records should be made and filed 
showing tests on the various brands on the market 
in order that the best may be obtained for the money. 
A standard sheet might be used by all dietitians for 
such testing giving the name of firm, brand, size of 
can, cost per can, servings per can, cost per serving, 
measure liquid, weight solid, count and size, color, 
flavor, degree syrup, date tested, score, and choice. 
A recent test showed that the first choice of canned 
whole apricots at $8.50 per dozen was not as expen- 
sive as fourth choice at $7.75 per dozen. The first 
can contained forty-three apricots against thirty-five 
apricots in the cheaper grade and the cost per serving 
was one-third cent more for the fourth choice. The 
size, color and flavor were more desirable in the apri- 
cots listing at the higher price per dozen. 

More records are needed of serving portion costs 
of food items in order that menus may be priced as 
planned assuring the best values for the money ex- 
pended. <A _ file listing all foods items giving 
quantities and costs will be of assistance. For each 
item there should be specific information and for ex- 
ample on a card for Green Peas the information 
might be, the date tested, specifications, season, unit 
measure A, P. raw net weight, E. P. raw net weight 
or measure, waste weight, ounces per portion, num- 





ber of portions per unit, current market price and 
portion price. Each time a test is made it is recorded 
on the card. There is no better way to obtain value 
received from expenditures than to know your por- 
tion costs. A signal may be used to indicate when the 
price makes the serving of the food prohibitive. Por- 
tion costs should be available on every item used 
whether dairy products, meats, fish, fruits, vege- 
tables, salads, and on all made dishes, as well as 
canned goods including preserves and pickles. Cost 
studies should be made from time to time to obtain 
information on whether to buy whole lambs and hind 
quarters of beef or the cuts of meat. In New York 
it is usually cheaper to buy the cuts. Charts showing 
the cost of dinner meats are interesting and influence 
one in balancing high and low cost meats. 


Records for housekeeping inspection add to the 
efficiency of checking and such records make possible 
a routine inspection for the upkeep of the equipment. 
The Mt. Sinai Hospital in Philadelphia has an excel- 
lent check list of this kind. 


Records of Edible Waste 


Records of various institutions showing the ounces 
of edible waste per capita for the various groups 
served would be very helpful to an institution making 
such a study. It takes time to work out a plan for 
operating a waste weighing system. It is interesting 
to note, however, that by studying the system from 
time to time it gradually becomes perfected. Records 
of the amount and kind of garbage are extremely 
valuable to the dietitian as she is informed as to 


whether the serving portions may be too large or 
whether unpopular foods are on the menus, 


Clinical Records 

A discussion of records would not be complete 
without mentioning the clinical records. In special 
diet cases it is important that a nutrition history sheet 
be a part of each patient’s clinical record in addition 
to the more or less standard sheet with the essential 
information for the clinician and laboratory worker. 

Records showing the number of special diets 
served are very worth while for comparative pur- 
poses among hospitals and the cost of such special 
diets as they compare with the general diets are some- 
times of interest. 

New operations are often justified only after pres- 
entation of statistical information. Particularly has 
this applied to hospital food clinics as through a study 
of the patients and their rating often a charge has 
been found advisable and a means of increasing the 
hospital income. 

In this discussion I have tried to bring out the 
salient characteristics of records as they relate to the 
hospital nutrition department. The importance of 
standard, concise and graphic records has been 
stressed. <A brief discussion of the different types of 
graphic charts has been included to show the value of 
these in the visualization of information. The many 
uses of records for the department have been sum- 
marized to bring out the value of such studies. 
Emphasis has been placed on the need of Standard- 
ised Procedures in these cost surveys in hospital food 
departments. 








Personals 


Dr. R. Wagner, head of the Veterans Adminis- 
tration Facility, Memphis, Tennessee, has been trans- 
ferred to the facility at Oteen, North Carolina. 

spect tiacetnans 

Rockaway Beach Hospital, Rockaway Beach, N. 
Y., announces the appointment, June 1, of Leonie 
LeClere as supervisor of nurses. 

en rer a 

Dorothy Drew, superintendent of Hazel Hawkins 
Memorial Hospital, Hollister, California, resigned 
June 1. Miss Drew goes to Tacoma, Washington, 
to accept a position there. 

ssid aia 

Rev. Harold E. Baker, general superintendent of 
the San Luis Obispo County Hospitals, San Luis 
Obispo, California, has been appointed general su- 
perintendent of Wesley Hospital, Wichita, Kansas. 
Rev. L. M. Riley, former general superintendent of 
Wesley Hospital, has retired. 


DeMoss M. Taliaferro succeeds Blanche Easton 
as superintendent of Rockford Hospital, Rockford, 
Illinois. Mr, Taliaferro formerly was superintend- 
ent of the Galesburg Cottage Hospital, Galesburg, 
Illinois. 

ee ae 

Lenox Hill Hospital, New York City, has in- 
creased its bed capacity over one hundred beds 
within the past year. Two assistant superintendents, 
William E, P. Collins and George H. Buck, have 
been appointed. Mr. Collins formerly held the posi- 
tion of night superintendent. 

niall 

Dr. Richard D. Husband has accepted the posi- 
tion of superintendent of Stanislaus County Hos- 
pital, Modesto, California. Jay A. Rydberg, former 
superintendent, died April 11, following a heart at- 
tack. Mr. Rydberg had been superintendent of the 
hospital for eleven years. 
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The Status of the Laboratory Technician- 
Medical Technologist 


KANO IKEDA, M.D., F.A.C.P. 


Secretary, the Board of Registry, The American Society of Clinical Pathologists, 
St. Paul, Minnesota 


» se IS CONFUSION in the minds of many 
lay technical workers in the medical laboratory con- 
cerning the efforts of the American Society of Clinical 
Pathologists through its Board of Registry of Tech- 
nicians, to demand among others, the minimum edu- 
cational and technical qualifications, in those who are 
to be charged with the sharing of the responsibilities 
of the clinical laboratory service. There are skeptics 
among the well meaning technicians and indeed at 
times, few outspoken antagonists, who question the 
wisdom of any organized attempt to improve the 
laboratory service of the average hospital of this 
country through standardized requirements. The 
indifference or even the hostile attitude of a minority, 
often through ignorance, toward the program of this 
kind is fully appreciated. However, the fact re- 
mains that these are the honest and necessary en- 
deavors on the part of the thinking clinical ' path- 
ologists to bring about the best possible clinical 
laboratory service through the maintenance of the 
minimum standards of qualifications of the average 
laboratory technician. 


Controversial Points 


In this article, some of the controversial points in 
the minds of the technicians and others are discussed, 
in order that the position taken by the clinical path- 
ologists with reference to these problems may be 
clearly defined. 

The practical application of the science of clinical 
pathology in the diagnosis and treatment of disease 
or the conduct of a clinical pathological laboratory 
is distinctly a practice of medicine and as such, shall 
remain in the domain of specially trained, licensed 
physicians, This is fundamental. 

The lay workers employed in this special field of 
medical practice must be adequately guided and prop- 
erly controlled by the clinical pathologist or specially 
qualified physician. 

The primary function of the clinical laboratory is 
the rendition of adequate and reliable service to the 


trom the Clinical Laboratory of the Charles T. Miller 
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practicing physician in the diagnosis and treatment 
of his patients. The place of a technician in such a 
laboratory is that of a trained and skilled assistant 
whose service is an indispensable complement to the 
work of the clinical pathologist but never to substi- 
tute or to displace the latter. 

Medically speaking, therefore, the technician must 
play a subordinate role in the practice of laboratory 
medicine, much in the same sense as the nurse is 
the assistant to the physician in the care of the sick. 
His true worth depends not so much upon his edu- 
cational attainment as upon his ability to render that 
service which is of the most practical value to his 
clinical pathologist. 

By the same token, the classification of the labora- 
tory workers as such, is of secondary importance as 
far as the primary and immediate objectives of the 
clinical laboratory are concerned. It is merely an 
aid in determining the qualifications of technicians. 
It may be regarded as an index of the mental and 
technical capacity of the technician. It is of impor- 
tance only in the whole scheme of adequate labora- 
tory service and its controlled pérsonnel. 


The Services of the Expert Technician 
Indispensable 

There is a definite place for those technicians who 
are experts in the rendition of technical service in 
one or more branches of clinical pathology even 
though they may not have had a college training. 
They constitute a large majority of the laboratory 
workers today. Their service is indispensable. Like- 
wise, there is also a definite and increasing demand 
for those who are trained in a university or college 
course in medical technology or in certain special 
fundamental science in the institution of higher 
learning. With the increasing exactitude in labora- 
tory science, the wider use of the more complicated 
procedures in laboratory diagnosis, and with more 
universal manifestation of interest among medical 
men in scientific research and investigation, the de- 
mand for specially trained college graduates is 
greater today than ever before. Their place in the 
clinical laboratory is exceedingly important and often 
indispensable. 





In the light of our experience in the modern clini- 
cal laboratory, the old conception that any intelligent 
individual regardless of his preliminary education 
may be trained to be a good technician, can only be 
accepted with reservation. On the other hand, the 
requirement of the full college work for all techni- 
cians as advocated by some would seem quite pre- 
mature, The establishment of certain minimum re- 
quirements in preliminary education and technical 
training, however, is justified. These minimum re- 
quirements should be raised in accordance with the 
increase in the standards of general laboratory serv- 
ice, Any consideration of the preliminary education 
and training for a qualified laboratory technician 
must take into account the minimum essentials, which 
in the judgement of the clinical pathologist, are prac- 
tical and necessary in the making of a dependable, in- 
telligent, and efficient worker. 


The Training of the Technician 


Then, naturally follows the question of what con- 
stitutes the adequate training of a technician and 
what shall be the essential requirements for a clinical 
laboratory or a school which conducts a course of 
training for laboratory technicians. 

The instruction of laboratory technicians is best 
afforded by the regularly constituted colleges and 
universities, in affiliation with a large general hospital 
laboratory, adequately manned and properly directed 
by a qualified clinical pathologist. Such a course 
should offer a definitely planned instruction in medi- 
cal technology and not merely a part of the regular 
course in science. 

Since there are not more than twenty-one or 
twenty-two universities and colleges which are known 
to offer such a planned course in medical technology 
at the present time and since there are a far greater 
number of young people who aspire to become medi- 
cal laboratory technicians annually than can be ac- 
commodated by these schools, there is an urgent and 
justifiable need for properly qualified hospital labora- 
tories to conduct a standardized course in medical 
technology for those who meet the minimum educa- 
tional pre-requisites. This is a necessity which can 
not be lightly ignored by thinking clinical patholo- 
gists. There are a number of well equipped, well 
manned, and well directed clinical laboratories in 
larger general hospitals of this country, which if 
conditions otherwise warrant, should be urged to 
conduct such a course of training for a limited num- 
ber of qualified students. 

This should not imply that every hospital labora- 
tory, regardless of its size, equipment, and personnel 
is to be encouraged to maintain a training course for 
technicians. On the contrary, there is emphatically 
no justification for small laboratories with limited 
opportunities to inaugurate such a program, There 


are already too many whose primary object seems to 
be not so much to instruct and train the studerits in 
laboratory procedures according to the well laid out 
plans but to obtain cheap labor out of them, in order 
to afford some deserved relief for the much over- 
worked technician. Such laboratories are often 
found to be without the proper supervision or at 
best, only under the nominal charge of a part time 
pathologist. There has been considerable criticism 
against this practice. This is being used as an argu- 
ment against this type of training technicians, and 
for the introduction of the so-called internship for 
technicians now widely advertized by certain com- 
mercial schools. 

The practical course of training for technicians, 
offered in the hospital clinical laboratories according 
to the minimum essentials such as laid down by the 
Board of Registry, is in our judgment, always far 
superior to any attempt to produce technicians on a 
commercial scale. A co-operative program has been 
effected between the American Society of Clinical 
Pathologists and the American Medical Association, 
whereby all schools for laboratory technicians are 
invited to co-operate with them in the maintenance 
of the minimum essentials established by the joint 
action of the Board of Registry and the Council on 
Medical Education and Hospitals. It is hoped, with 
the advent of this epoch making program, many per- 
plexing problems now pending in the minds of many 
technicians and hospital administrators, such as the 
status of the commercial schools for laboratory tech- 
nicians, the status of the “graduates” from these 
schools and the technicians trained in the unapproved 
clinical laboratories, and the status of the so-called 
“intern” technicians will automatically be solved. 

The system of internship for the beginning tech- 
nicians is a dubious practice unless it adopts certain 
minimum requirements which are believed to be es- 
sential in the proper training of technicians. Such 
a system of internship shall embrace the minimum 
educational pre-requisites of not less than one year 
of college work including credits in chemistry and 
biology, and instruction period of not less than twelve 
months prior to the beginning of the internship under 
competent supervision, and the internship to be 
served in a hospital clinical laboratory of adequate 
capacity under a recognized clinical pathologist. In 
short, such an “internship” may be considered an 
equivalent of the fourth year in a regular college 
course in medical technology. These interns more- 
over should not be given a place in any clinical lab- 
oratory as substitutes for regular technicians, no 
matter under what name they may be employed. 

The Board of Registry considers a year of college 
work including credits in chemistry and biology and 
a year of practical training in an approved hospital 
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clinical laboratory as the minimum pre-requisites for 
a qualified laboratory technician. It issues a cer- 
tificate of registration to those who meet these re- 
quirements and successfully pass an examination. 
There are, today, approximately 3,500 registered 
technicians who hold the certificates issued by the 
Board. The Board has gone on record to set two 
years of college credits including chemistry and 
biology as the minimum requirements to become 
registered, after 1938. (Preliminary education of 
_four years of high school only is required of those 
technicians whose training began prior to 1932, pro- 
vided they successfully passed the regular examina- 
tion for registration along with other candidates.) 

Note :—For the present, nurses graduated from 
a recognized school of nursing are eligible to take 
the examination for registration, provided they pos- 
sess credits in one year of college chemistry and 
biology. 

The Classification of Registered Technicians 

The registered technicians have been classified 
according to their preliminary education and in some 
instances, to their experience as medical technologists 
and laboratory technicians. The Board has come 


to believe that its primary function is merely to es- 
tablish and safeguard the minimum qualifications of 
the laboratory technicians and not to grade or classify 
them or give out “degrees.” Accordingly, it passed 
a resolution at the annual meeting held at Kansas 


City in May, 1936, abolishing the classification and 
substituting thereto a single designation of medical 
technologist for all who are identified with its 
registry. 

The Board has participated in educational exhibits 
in a number of national medical gatherings through- 
out the country to acquaint the medical profession 
in general and the hospital executives with its work 
and to promote the interest of better laboratory serv- 
ice and the improved status of laboratory technicians. 

The Board has not as yet officially taken up the 
economic problems affecting the technicians. It fully 
appreciates their present precarious economic posi- 
tion. In due time it will adapt the appropriate 
measures to contribute its sympathetic support 
toward any move consistent with the dignity of the 
profession, which shall raise it to a place com- 
mensurate with the true worth of their profession. 
This question is not a mere matter affecting the in- 
come of the technician alone; it involves other con- 
siderations of fundamental importance affecting the 
future status of all laboratory workers. First of all, 
we must educate the medical profession in general 
and hospital administrators and laboratory directors 
in particular to realize that the laboratory technician 
is a highly specialized professional whose funda- 
mental education and training should qualify him 
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to a place of dignity and importance. We must 
cultivate in their minds the true appreciation of the 
technician in relation to accurate diagnosis and ef- 
fective treatment of the patient. There are those in 
administrative position who regard the technician as 
another one of many routine helpers whose worth is 
represented only by the pay check he receives. Sec- 
ondly, we must in every way combat the questionable 
methods of producing the future technicians. With 
hundreds out of employment due to the depression, 
the mass production of technicians, except in the 
recognized institutions of higher learning, should be 
discouraged. The future technicians should not be 
turned out in the same manner as trade workers and 
the like. As long as we tolerate such a state of 
affairs to continue, the economic status of the tech- 
nician will not improve regardless of what other 
measures we may promote, Thirdly, the time appears 
to be at hand for a responsible group of technicians, 
such as represented here, to take a definite stand 
against a practice which permits hospital and labora- 
tory executives to employ inexperienced and partially 
trained workers as interns or volunteer workers in 
their clinical laboratories in order to save the price of 
wages to be paid to additional qualified technicians. 
Should this practice be universally adopted, with the 
consent and encouragement of a few handicapped 
pathologists and technicians who welcome any sort 
of helpers, the opportunities for employment for 
qualified technicians would be greatly curtailed. 
These are three of the more important fundamental 
considerations which demand careful analysis by 
those who are interested in the improvement of the 
economic status of the laboratory technician. The 
Board of Registry is keenly cognizant of these facts. 


Unquestionably, the Board of Registry has done 
more for the solidarity of the technicians as a pro- 
fessional group and at the same time, for the promo- 
tion of the best interest of the practice of clinical 
pathology as it is affected by the laboratory technician 
than any other single agency now in existence. 

The Board gratefully acknowledges the sympa- 
thetic support and the whole-hearted co-operation 
it has received from such organizations as the Amer- 
ican College of Surgeons, the American Medical As- 
sociation and others in all its endeavors and con- 
fidently expects that the time will come when it shall 
be recognized as the only agency of contact between 
the two great professional groups, the laboratory 
technician and the clinical pathologist. 

The Board of Registry urges all qualified labora- 
tory technicians to become identified with it through 
registration. The registration affords the mutual 
safeguard. For the clinical pathologist, it means at 
once, the approved qualifications of the technician in 
question. For the technician, it means an instant 





and universal recognition and identifies him with a 
cause which is of vital concern not only to a great 
body of technicians of which he is a part but also to 
the practice of medicine in general and to clinical 
pathology in particular. 


The Pathologist and the Technician 


In this connection the question is sometimes asked : 
What would be the fate of a highly trained and 
trusted technician, who now holds an important place 
in a small hospital laboratory where only a nominal 
pathologist is employed, when the campaign to sup- 
ply a pathologist to every hospital gains its desired 
objective? My answer would be that the two prin- 
cipals in the clinical laboratory are never incompati- 
ble no matter how small the hospital may happen to 
be; that a responsible pathologist would not usurp 
the function of a technician and that the presence of 
a pathologist in such a hospital would soon develop 
a service not only indispensable to the patient and the 
doctor but in every way, worth while both to the 
technician and the pathologist as well. For experi- 
ence has repeatedly shown that when the clinical 
laboratory service is rendered under the personal 
supervision of a responsible pathologist, there is in- 
variably a decided increase in the patronage of the 
laboratory, which in turn,- should insure the security 
of the place of the technician. 


A skeptic would naturally venture to ask another 
question: A high priced technician, a recognized 
clinical pathologist and a small rural hospital, could 
such a combination be possible? My answer would 
be that if the hospital management would invest all 
the earnings of the laboratory to the laboratory for 
its physical improvement, its new and _ necessary 
equipment; its reserve fund to provide for limited 
investigation and for the full extent of its facilities 
to those financially handicapped and for comfortable 
salaries for its personnel; a modern clinical labora- 
tory with a competent staff can be established in any 
small hospital. This is more apparent today than 
ever before since hundreds of recent graduates in 
medicine, who are trained in modern laboratory diag- 
nosis, are seeking their practice in many small com- 
munities where hospitals are small and limited in 
funds and facilities. It should be emphasized here, 
that while the hospital clinical laboratory is expected 
to be self-sustaining, it should not be conducted as a 
money-making department and that the maximum 
service be available at the minimum cost to the 
patient, consistent with the primary purpose of medi- 
cal practice. The clinical laboratory service of the 
hospital should never be conducted on a commercial 
basis. 


A third question of practical and pertinent impor- 


tance to the technician as well as to the small hos- 
pital executive is the current practice of employing 
one individual to do both the x-ray and the clinical 
laboratory work. In many instances, the economic 
considerations affecting the entire hospital manage- 
ment make this practice imperative. Fortunately for 
all practical purposes, a technician, under rigid super- 
vision, can be trained to render a satisfactory and 
efficient work in both branches of diagnostic service 
of the hospital. The danger lies in the tendency of 
the employer to enslave the technician to the point 
of exhaustion which nullifies his efficiency and 
loyality. The technician more than any other em- 
ployees should be afforded with relief and assistance. 
The most satisfactory arrangement would be for the 
hospital to employ two such technicians so that the 
service in each department may be carried on with- 
out interruption through necessary absences. The 
employment of a technician-intern in such situation, 
as is advocated by some, is as unsound as accepting 
a student-helper and open to all objections to which 
we have referred. The dual role for a technician 
is not to be desired or encouraged ; yet it is an eco- 
nomic necessity not to be condemned without offering 
a practical remedy which is not forthcoming. All 
that can be hoped for would be to safeguard the 
qualifications of such technicians by requiring their 
registration both with the Board of Registry and 
with a similar agency of the Radiological Society. 


In conclusion, emphasis should be made on the 
imperative necessity for the unity of spirit and the 
community of purpose which shall unite all labora- 
tory workers into one profession, with such ideals 
as to inspire them to better service in the practice of 
laboratory medicine and insure them a higher social 
and economic status commensurate with the dignity 
and worth of their profession. 


Increased Death Rate Not Due to 
Motor Vehicle Accidents 


The report of the Bureau of Census of the U. S. 
Department of Commerce shows that the death rate 
is higher in all but 17 of 130 of our major cities for 
the first 18 weeks of 1936 than it was for the same 
period in 1935. 


Deaths caused by motor vehicle accidents are less 
for the 18-week period than they were last year. The 
figures for 1936 for this period show 2503 motor 
vehicle accident deaths, while the figures for the 
same 1935 period show 2949,—Science News Letter, 
1936. 
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Administrative Problems of a Hospital 
Food Department 


ELLA M. ECK 
University of Chicago Clinics, Chicago 


I HE EXTENT OF THE RESPONSIBILITY of the 


dietitian and therefore the nature of her problems 
depends largely upon the organization of the dietary 
department. The organization depends upon the 
superintendent or other administrative officer of the 
hospital. Since there is a great variety in the types 
of organization of dietary departments it is difficult 
to know just what problems are common to all 
dietitians. A discussion first of the various types 
of organizations may clarify the situation somewhat. 


Many Types of Food Departments 


In reviewing the food departments of hospitals 
today we find many types, probably because of the 
comparatively recent and rapid development of that 
branch of the service. The oldest type is that in 
which we find the dietitian responsible for only spe- 
cial diets, which in some hospitals may mean only 
writing diets prescribed by the doctor with no re- 
sponsibility for the manner in which those prescrip- 
tions are compounded. In most hospitals however, 
the dietitian is in charge of the preparation of the 
special diets. In this type of department she almost 
never has any responsibility for the purchasing and 
often does not know the cost of the food she uses, 
for it is not accounted for separately, but is included 
with the cost of all the food. Here we find a chef 
or a steward responsible for the planning, prepara- 
tion, and service of the food for general diet patients 
and for personnel. 


The next stage of development is that in which the 
dietitian has a partial responsibility for the general 
diet food for patients, possibly making the menus, 
but having no authority over the chef or over the 
purchases of food. In other hospitals she may have 
entire responsibility for all the patients’ food but 
none for the food for personnel. Still other hospi- 
tals give her entire charge of the preparation of 
food, but no authority over its purchase. We even 
find in some that the service of food to patients may 
be the responsibility of the nursing department be- 
cause trays are carried by employees of that depart- 
ment. However the type of department most gen- 
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erally found in well organized hospitals today is 
that in which the dietitian has entire control of the 
preparation and service of food to both patients and 
personnel. In scme-few the responsibility of the 
storeroom and purchasing has been turned over to 
her. 

From this review it is clear that there are many 
different opinions regarding the proper organization 
of the dietary department. Perhaps it is not so much 
a matter of opinion as a matter of chance. In many 
cases there has been no planning but only adjust- 
ments from time to time of assignments to depart- 
ments. 


What the Dietitian Can Do 


The type of organization of the dietary depart- 
ment and the responsibility it carries is usually not a 
matter which the dietitian can change. She can only 
do her best to organize that portion of the food serv- 
ice given her so that it functions efficiently and eco- 
nomically, A dietitian who demonstrates that she 
can do a good job of organizing and managing 
usually finds that gradually more and more responsi- 
bility connected with food are given to her. She 
may not want more responsibility—she may feel she 
has all she can do—perhaps more than she can do 
well. However, it may be easier to accept more re- 
sponsibility than to be hampered by having her work 
spoiled after it is done, or not being able to do it 
as well as she might, because she does not have the 
proper materials at the right time. What is the use 
in spending time making interesting menus if they 
cannot be interpreted into attractive food by having 
the kind and the quality of raw materials she ex- 
pected? Provided there has been no casualty in 
getting the proper supplies and the meal has been 
prepared to the satisfaction of the dietitian who 
planned it, there is still the possibility that the food 
may be spoiled in service. If the dietitian has no 
authority over the service all her care in planning 
and preparation may have been in vain, for the best 
food may be absolutely spoiled by poor or slow serv- 
ice. These facts known to all of you have been re- 
peated to illustrate the point that more responsibility 
enables us to give better service. I do not mean to 
imply that dietitians have shirked their responsibil- 
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ity—in fact the reverse is true and this fact is largely 
responsible for the rapid growth of the dietary de- 
partment from a small beginning to one of the major 
departments of the hospital. 


The Importance of a Proper Organization 


Next in importance to proper organization of the 
food department comes the question of the amount 
of money which it may spend. The budget in large 
measure determines the standard of service which the 
department may give. The administrator and the 
board of trustees usually decide upon the budget, 
many times under pressure of circumstances which 
they cannot control. The budget having been de- 
termined for her, the dietitian’s problem is to use it 
to the best advantage. Within certain limits, adjust- 
ments can be made in the selection of food, in the 
utilization of employee's time, and in the use of sup- 
plies, which may curtail costs and cut the budget. 
How far this can be done without interfering with 
the type of service desired depends upon the level 
at, which the budget was made. If made with a very 
liberal allowance for raw food, which would pro- 
vide a variety of high or medium priced foods, there 
is an opportunity for affecting economy by substitut- 
ing the less expensive items of food. If however the 
budget is made at a lower level of expenditure it is 
more difficult to stay within it without seriously af- 


fecting the satiety value of the diet. Menus can be 
made nutritionally adequate at quite a low level of 
expenditure ; however they may be so monotonous 
that the capricious appetites of patients are not 


tempted and more food may be wasted than eaten, 
with the result that the patient does not receive the 
nourishment necessary for his recovery. In a period 
of generally fluctuating food prices, either the budget 
or the standard will fluctuate also. Which it shall 
be is a question for the administrator to decide since 
he is responsible for the finances. In order to decide 
it intelligently he must know what type of food and 
service is provided at the present level of expendi- 
ture. If the standard is to be maintained he will 
probably be called upon to explain the increased cost 
to the board; if the budget is to be held in the face 
of rising prices, he should be ready to support the 
dietitian when complaints arise: because of a change 
in standards. 


Standards for the Food Department 


Can the dietitian influence the standards set for 
her department by the amount of money allotted in 
the budget for food and service? That depends 
somewhat upon the financial situation of the hos- 
pital. During the last few years many hospital in- 
comes have been so low that superintendents and 
dietitians have been helpless to do any thing except 


to use advantageously a small portion of a.small in- 
come for food and service. While these years have 
been very hard they have also taught us a great deal, 
for we have been forced to analyze every item of 
expenditure to determine whether we were spending 
to the best advantage. The dietitian should be able 
to analyze her own department in every detail show- 
ing where existing standards of food, equipment or 
service are unsatisfactory or inadequate; she should 
see where labor costs could be reduced, where food 
or supplies are being wasted, or used extravagantly. 
She may be able to cut her budget for certain items 
and by this saving increase the amount for other 
items which are inadequately provided for. An in- 
telligent appraisal of the entire problem with a frank 
acknowledgment and correction of our own mis- 
takes if they have been made, as well as a ‘frank 
criticism of the inadequacy of certain items<of the 
budget allowance is far better than a meek acceptance 
of an inadequate budget with no attempt at analysis 
or improvement. We may have to accept a standard 
which we and the superintendent know is far be- 
low what we want, but there may be no alternative. 
Whatever the budget, there is still the obligation to 
use it intelligently, economically, and efficiently. 


In analyzing the department for efficiency the lay- 
out and equipment is a logical place to start since 
they so vitally affect the labor cost. I do not mean 
that you need to start a building program and make 
over the hospital. Very often however, at a small 
cost the use of our own space may be improved. The 
routing of traffic may be a cause of confusion and 
possibly loss of time. Improvement in this respect 
may not be possible of course but it does no harm 
to investigate if you have not already done so. Many 
steps may be saved by shifting equipment, thereby 
saving time and avoiding fatigue of workers. Addi- 
tional shelves where most needed may be the means 
of saving many steps. It is even possible that the 
buying of new equipment may save money over a 
period of several years compared with using old 
equipment which is time consuming and expensive 
to operate. 


It is well to check all of our operations for effi- 
ciency. The washing of dishes is one operation 
which is always a problem because of labor costs, 
breakage with expensive replacements, and the neces- 
sity for absolute cleanliness where groups of people 
are fed. Is our machine turning out really clean 
dishes ?—if not, is it the fault of the machine, the 
operator, the washing powder or the temperature of 
the water ? 


We need to set up proper standards for the wash- 
ing of dishes from a sanitary standpoint, the de- 
termination of the normal amount of breakage, and 
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of a fair cost for washing powders, not per pound 
but per numbers of dishes washed, or some other 
method of measurement which considers quantity 
used as well as price per pound. How can we avoid 
drying dishes with towels and yet have them dry? 
Are our glasses clean not only in appearance but in 
reality? Is it possible or practical to concentrate all 
the dishwashing in one central room where it is 
easier to train and supervise a few operators than 
to have it done in a number of diet kitchens? Would 
breakage be cut materially by changing methods of 
handling dishes? There is no more vexatious prob- 
lem than that of dishwashing and if you have solved 
it successfully you are to be congratulated. 


Another procedure which might be discussed in 
connection with equipment is that concerned with 
such finished products as ice cream or bread. If 
you buy your ice cream it might be well to investigate 
the possibility of making it instead. This would in- 
volve an outlay of capital for a freezer but if the 
quantity consumed in a year and the saving per 
gallon is considerable it might be a profitable invest- 
ment. The counter type of freezer and commercial 
ice cream mix, make the manufacture of ice cream 
very easy. There is a great deal of time saved in 
comparison with the use of the older types of freezers 
and also a saving in power if the old freezer was 
connected with the house refrigeration system. The 
resulting product is usually more satisfactory and 
much cheaper than commercial ice cream. 


Bread is another item which some hospitals have 
preferred to make, finding it cheaper and better than 
the commercial item. This involves more equipment 
than ice cream making, but possibly not more expense 
for equipment if one has an oven. Here again the 


saving would depend upon the quantity used and 


the saving per pound. Since in our hospital we make 
our own rolls and therefore use less bread, there 
would not be sufficient saving to be worth-while. 
However, I know of one Chicago hospital which has 
made a saving by baking their own bread. 


The layout and the equipment have much to do 
with the planning of our menus for the different 
groups in the hospital We may have one large 
kitchen where all the cooking for all groups is done 
or the work may be divided among several kitchens. 
A duplication of equipment may be avoided by hav- 
ing one central kitchen. It may even be possible to 
have some of the cooking or baking done by a night 
crew or a night cook, thereby increasing the amount 
of food produced without increasing the amount of 
equipment. The tendency today is toward centraliza- 
tion of operation to avoid duplication of equipment 
and of labor as far as possible. 
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The Quality of Food and Type of Service 


Every dietitian needs to have clearly in mind the 
classification of the group she is serving from the 
standpoint of the quality of food and the type of 
service she is to give to each. Patients are usually 
classified upon the basis of the accommedations for 
which they are paying, those in semi-private rooms 
paying more than ward patients and private roédm 
patients paying the highest rates. Whether it is pos- 
sible to provide a different type of food for each of 
these classifications depends mainly upon the layout 
of the hospital and the facilities provided for serving 
each group. If patients in semi-private rooms and 
wards are served from the same unit kitchen it may 
not be possible to provide a different type of food 
for each group. The difference in the price of the 
semi-private room may not be enough to justify 
additional cost for the food. If semi-private patients 
are on a separate floor which has its own service 
kitchen or can be easily served a different type of 
food, if central service is the method employed, it 
may be possible to provide a better quality of food 
for these patients. The layout usually provides space 
and facilities for adequate service to private patients. 
The proportion of patients of each classification in 
relation to the total number is also a factor which 
affects purchasing, preparation, and service, 


This division into groups applies also to the per- 
sonnel. Many hospitals provide separate dining 
rooms and possibly separate kitchens for the adminis- 
trative officers, the doctors, the supervisors in various 
departments, the student nurses, the clerical em- 
ployees, and the domestic employees. The number 
of groups and the difference in the cost of food and 
the service provided for each one must be taken into 
consideration in purchasing and preparing food and 
in the labor cost. Possibly a fairly liberal budget for 
raw food may reduce the number of groups since 
the food for the average group will need less modi- 
fication to be acceptable to other groups than if 
planned on a lower level of cost. This matter of 
classification and cost of food for various groups is 
also a matter of policy often decided by the adminis- 
trator, who leaves the working out of details to the 
dietitian. However he must depend upon the dieti- 
tian for accurate cost figures in order to make a 


decision. 


Classification of Patients and Food Costs 


Before leaving this question of classification how- 
ever, I should like to call attention to the effect which 
it has upon the daily food cost. Every dietitian has 
had the experience of having her costs compared with 
that of other hospitals. Many other factors enter 
into the food cost, of course, but the proportion of 





the low and the high cost groups to the total is one 
factor which is not always taken into consideration. 
A large proportion of ward patients and domestic 
employees will of course reduce the average per 
capita cost greatly even though we have small groups 
of other classifications receiving very expensive food. 


Having determined the classifications of the group 
served, the approximate cost allowed and the num- 
ber to be fed in each classification the dietitian is 
ready to proceed with the purchasing and the menu- 
making. To my mind purchasing and menu-making 
are so closely related that it is impossible to separate 
them either in discussion or operation, particularly 
if we wish to affect maximum economy. However, 
since we must have a starting point, the principles of 
menu-making will be emphasized first and later 
methods of purchasing will be discussed. 


Nutritional Adequacy the Major Consideration 


From the standpoint of the hospital dietitian nutri- 
tional adequacy is the major consideration. The 
popular idea of the logical application of a dietitian’s 
knowledge of foods is in the field of special diet. 
3ut not all patients in the hospital need special diets. 
They all do need food which is adequate in all re- 
spects. However, since the average patient usually 
is in the hospital for a period not to exceed a few 
weeks, his general health might not be impaired if 
the diet were not entirely adequate. The employee, 
on the other hand, receives his food from the hospital 
over a period of years. If the diet for this group is 
not nutritionally adequate, the institution will suffer 
loss through the decreased efficiency and increased 
illness of its employees. So in addition to the humani- 
tarian reason for improving the general health of 
our employees through proper food, we have the 
financial consideration as well. 

But planning a menu dietetically adequate does 
not mean that it will be eaten. We dietitians have 
heen accused of feeding calories rather than food 
and hospital food generally does not have a good 
reputation. Food people who have had to sell their 
food quickly realize that it will not sell if it does 
not look attractive, and if the taste has not borne 
out the promise of its appearance, the customer goes 
elsewhere for his next meal, That sort of experience 
makes us alert to the value of using color in plan- 
ning meals, of combining different flavors, of using 
new food combinations and all the other means our 
ingenuity can devise to make our food more attrac- 
tive. We have the added difficulty of feeding the 
same group, which will become tired of the same type 
of food no matter how good, after months and per- 
haps years. So this matter of providing attractive, 
appetizing food on a limited budget for a hospital 
group requires all our skill and imagination. 


Closely connected with the menu making is the 
matter of buying our raw supplies. 


Buying Raw Food Supplies 


The intelligent purchasing of food requires a 
knowledge of the nature of food products, the re- 
gions of production, the methods of handling, pack- 
ing and distributing, different varieties and the quali- 
ties and best use of each and a knowledge of grades 
and specifications. To know what is available and 
its price is essential but more knowledge is required 
if we are to get the most our money can buy. 

Many staple articles of food have been sufficiently 
standardized so that they can be safely purchased 
from a reliable firm on specification. It is well how- 
ever to make sure by inspection of products that that 
particular brand is the grade best suited to your 
use, and that it is delivered as specified. By com- 
petitive bidding from several firms on such items 
it is usually possible to obtain a better price for the 
quality desired. Attention must be paid to fluctuat- 
ing market prices on these items since it is often pos- 
sible to put in a larger supply at a saving when the 
price is advancing. The reasons for the advance in 
price must be carefully studied to avoid speculation 
and a possible loss. On this type of product, a 
knowledge of the qualities of the raw product, the 
process of manufacture, the length of time the item 
may be safely stored, whether temperature or damp- 
ness have any effect upon its keeping: qualities, are 
necessary to insure that the proper quality and 
amount is purchased. On many items kitchen tests 
are of great assistance in deciding which products 
may be the best to buy. I cannot emphasize too 
strongly the importance of the follow-up work of 
our purchases in the kitchen. 


Buying Canned Goods 


The buying of canned goods is very important be- 
cause of the large amount of money involved, and the 
necessity that the product be satisfactory and suited 
to the use for which it is intended. Only the menu- 
maker knows which grade can be most economically 
and satisfactorily used for her purpose, and which 
count is the best for various uses. She knows too, 
that grades vary and what is called fancy by one firm 
may be graded as choice by another. The best 
method is to cut samples and ¢ompare color, flavor, 
pack or drained weight, degree of syrup, and where 
important consistency and count. By keeping a rec- 
ord of these scores they serve as a handy reference 
during the year, and comparing them year by year, 
a very good idea is gained regarding the standards 
of firms and what you may expect to find under a 
certain label. Buying on contract is often very ad- 
vantageous particularly if firms will guarantee 
against a decline in price, Certainly there is no ques- 
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tion of the economical advantage in buying by con- 
tract on a rising market provided we are sure it is 
definitely rising. When the market drops, it is a 
very short-sighted firm which will not meet competi- 
tion and lower the contract price with the market. 
The amount of storeroom space provided often de- 
cides the manner of buying particularly such items as 
canned goods. If there is sufficient storeroom space, 
purchases may be made directly from canners pros 
vided the amount is large enough. On certain items, 
a saving may be made by buying a large amount 
and paying storage charges. Wholesale grocery 
firms will contract on many items particularly canned 
goods, to be delivered as ordered up to a certain date. 
For the hospital with limited storage facilities this 
is probably the best plan. 


Purchasing of Perishables 


The purchasing of perishables such as meat and 
fresh fruits and vegetables presents a more compli- 
cated problem. Here too we find a distinct advantage 
in competitive bidding but because of the difficulty of 
standardization, rigid inspection of each order is 
necessary to be sure that the quality paid for has 
been delivered. Because of the ease with which in- 
ferior quality may be substituted, some buyers feel 
that competitive bidding is dangerous and prefer to 
pay a larger price to avoid the danger of receiving a 
poorer quality. This method does -not insure de- 


livery of the desired quality and does not justify 
lack of inspection of deliveries. 


In the buying of meat most hospitals buy by the 
half or the quarter rather than buying wholesale 
cuts. This is based upon the theory that it is more 
economical. For the large hospital feeding a large 
number of ward patients and domestic employees, so 
that the using up of cheap cuts is not a problem, this 
method is probably cheaper in the long run. For 
the smaller hospital however, and the hospital with 
a smaller proportion of ward patients, the buying 
of wholesale cuts may be a better plan. Offsetting 
the higher price paid per pound is the saving of the 
butchers’ salary, or at any rate, the cost of the labor 
of cutting meat. Steaks and chops may be more 
uniformly cut and give a better yield per pound be- 
cause the meat market is equipped with machinery 
for that purpose, which is not often found in any 
but a very large hospital. Since the proportion of 
cheap cuts is greater than the proportion of choice 
cuts in the animal, a great deal of meat may have 
to be purchased to provide the necessary amount of 
rib roast or steak for a certain group. It requires 
very careful supervision and planning to use all of 
this while it is still fresh. We compare the high 
cost of steaks and ribs purchased by the cut with 
the same price by the quarter, forgetting that the 
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heavy bones, shanks, and fat are being paid for at 
a higher price in the quarter than if purchased as 
bones and shanks. This method of buying also en- 
ables us to calculate our cost of meat for certain 
groups more accurately and to allocate the correct 
proportion of the cost to the group using it. Since 
meat is probably the most expensive single item of 
food used, knowing the exact cost is most important. 


The Importance of Fruits and Vegetables 


The fruits and vegetables have assumed a new 
importance in the diet in the last few years, due to 
the increased knowledge of the effect of vitamins 
and minerals upon our health and well being. Their 
importance is further increased by their aesthetic 
value in the diet. The color which is so essential in 
appealing to the eye comes largely from this group 
of foods. Their flavor and the elements of fresh- 
ness and contrast with which they supplement the 
more bland foods, make them indispensable to the 
menu-maker. Since these foods also take a large 
portion of the budget, the method of purchasing is 
most important. To serve most fresh vegetables at 
their best they should be harvested at exactly the 
right stage of development and eaten as soon as pos- 
sible thereafter. Holding even in refrigerator cars 
in many cases causes a loss of flavor while the ap- 
pearance is still good. Green peas, corn, and aspara- 
gus are particularly susceptible to change of flavor 
due to holding. This fact emphasizes the impor- 
tance of a knowledge of production regions and the 
seasons of products from these regions. Knowing 
the time when we may expect the peak of production 
of various vegetables is also essential, since they 
are cheapest during that time and may be used more 
freely on the menus. 


Certain varieties of fruits are available at certain 
times of the year and are suited to different uses. 
This knowledge, together with first hand informa- 
tion regarding local market conditions and prices, 
should enable the dietitian to make menus and pur- 
chase intelligently. 


The Close Relation of Purchasing and 
Menu Making 


I hope this discussion has proved my point that 
menu-making and purchasing are closely related and 
neither can be done with great satisfaction and econ- 
omy unless considered in relation to the other. Our 
kitchen preparation is tied up in the same way with 
purchasing. A comparison of the cost per gross 
pound may be very misleading in many items, while 
the comparison of the cost per cooked pound may 
give the true comparison of value. A piece of corned 
beef or a ham costing a few cents more may shrink 
less in cooking and give a lower cost per cooked 





pound and therefore a better yield. This is true not 
only of meats but of other items as well. There is 
a great field for experimentation in institution kitch- 
ens in the matter of yields and costs. Perhaps the 
fact that we have done more of our institution ac- 
counting on the basis of raw food rather than cooked 
food is responsible for our lack of data along this 
line. The necessity of accounting for the cost of 
cooked food opens up many possibilities which we 
in institutions have never considered or investigated. 
It necessitates a knowledge of what goes into our 
food in the process of cooking. No one who has 
not tried to standardize recipes has any idea of the 
work involved in finding out accurately just what 
was used in making a certain dish and then holding 
the cooks to making it just that way thereafter. If 
you have a good cook in your kitchen, that is a good 
place to start—put her recipes on paper and cost 
them. Using them will improve the products of 
mediocre cooks and you will have valuable data on 
the cost of your cooked food. Too often we find 
that methods and rdecipes are determined by the 
cooks rather than by the dietitian. If we have a 
good cook the food is good, if a poor cook the food 
is poor, even though the menus and the raw mate- 
rials are the same. Standardized recipes, if consci- 
entiously followed, will provide food more nearly 
of a uniform quality. They also help to control 
costs, for the materials which go into the food have 
been specified and are not left to the whim of the 
cook. I know a successful food woman who has 
built up a very nice business on one meal a day in 
a location where several other people have failed 
because she serves a home cooked type of food at a 
moderate cost. She trains her own cooks, for she 
says that is the only way she can be sure it will be 
done just as she wants it, and will be always of a 
uniform quality. Her patrons come back every day 
and say it is more like a club than a restaurant. Her 
kitchen is small, her equipment inadequate, the din- 
ing room rather noisy, the quality of raw materials 
good but not fancy—yet she serves good food which 
brings people back year in and year out. She does 
it by using her own recipes and seeing that they are 
always followed. There are so many advantages 
derived from intensive work with the cooks in the 
kitchen that I think most hospitals would profit by 
expanding the staff sufficiently to make it possible. 
Close supervision in the kitchen may cut costs also 
by closer ordering, thus avoiding much left-over 
food, and by better use of unavoidable left-overs. 


Proper Storeroom Regime 


It seems hardly necessary to speak about the im- 
portance of proper storeroom routine. This con- 
sists of checking the stock through periodical inven- 
tories and ordering by requisition not only for the 


purpose of seeing that supplies are being sent to the 
right place to be used but also as a record and aid 
in accounting. A perpetual inventory file is an in- 
valuable aid to both the administrator and the dieti- 
tian. It gives not only a purchase record but a dis- 
bursement record and is a valuable check on the 
physical inventory. It assists in detecting errors 
since we can check on the amount of each particu- 
lar item purchased, disbursed and left in stock. 
Checking the value of the stock does not always 
disclose errors, since they may occur as both debits 
and credits, and thus cancel each other. In pur- 
chasing it is necessary to know the amounts of vari- 
ous items used during the year as well as the amount 
on hand. I have spent many hours of my own time 
checking purchase orders and requisitions to find 
out how much we had used during the past year of 
each item of canned goods, in order to know how 
much to buy for the coming years. That knowledge 
is absolutely necessary as a basis for purchasing and 
with a perpetual inventory it is ready at any time it 
is needed. If an advantageous price is offered on 
an item, the file gives immediately the amount on 
hand, which you must know before deciding whether 
to buy and if so, how much to buy. The use of a 
perpetual inventory is not confined to a large hos- 
pital but is equally valuable and necessary in a small 
one. 

Strange as it may seem, many hospitals do their 
accounting of monthly costs without ‘a storeroom 
inventory. The inaccuracy of such accounts is ap- 
parent when we consider the variation there may 
be in the value of the inventory of even a small 
storeroom. Even kitchen inventories vary enough 
to make some difference in the monthly cost if not 
taken into consideration, 

Many times we cannot see the value of certain 
procedures until they have been forced upon us and 
carried out through necessity. Food cost accounting 
is one procedure which involves so much detail that 
I doubt whether many dietitians will undertake it 
voluntarily unless they realize what a valuable tool 
it is in control of costs. I have had experienced 
dietitians in my own department rebel at the amount 
of detail and careful checking necessary. These 
dietitians were used to the accounting by raw food 
cost only, most of which was done in the. business 
office, and failed to see the value of more detailed 
accounting. While not applicable to all hospital food 
departments, I should like to describe the account- 
ing system used in our hospital, and point out some 
of the advantages we feel we have derived from it. 


The Allocation of Food Costs in Four Accounts 
There are four accounts to which all the cost of 


food is allocated. For the raw food delivered from 
the storeroom this is very easy since the requisitions 
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indicate which accounts used the supplies. Since all 
the food is cooked in one kitchen, the pricing of the 
cooked food is necessary in order to charge it ‘out 
correctly to each account. The costing of meat is 
simplified by the fact that it is purchased as whole- 
sale cuts. Gross and net weights for all raw meats 
are recorded in the storeroom. Raw weights and 
cooked weights recorded by the cooks in the kitchen 
make. it possible to calculate the cost per cooked 
pound. This is necessary because unused meats are 
credited -back and charged out later to the account 
using them. Cooked vegetables are handled in much 
the same way by recording the yield of the number 
of bushels used and calculating the price per quart 
or per serving as needed. By calculating at the 
actual price paid day by day instead of an average 
price a more nearly accurate cost is obtained. 

For more complicated mixtures standardized 
recipes are used. These are calculated to yield the 
number of servings most often used and one which 
can be easily multiplied for a larger number as 25 
or 50. It is amazing how widely the cost of a single 
dish will vary, when made by different cooks. Stand- 
ardizing the recipe gives an opportunity not only to 
control the cost but to specify the proper method of 
combining and to produce a finished product with 
the proper appearance and flavor. 

Recipes must be repriced frequently enough to 
keep them in line with current prices. When prices 


fluctuate widely over a short period of time, it is 
difficult to do this, but since it is largely a matter 
of changing figures, we have found we can teach a 
clerk to do it. While a great deal of time and de- 
tail are involved, we feel that this method has en- 
abled us to hold our cooked food to a uniform 
standard and has aided greatly in controlling costs. 

Before leaving the subject of hospital food, I 
should like to say a word about comparing food 
costs of various hospitals. While every adminis- 
trator must know that costs are affected by the 
standards maintained, the layout of the hospital, the 
type of service rendered, the local market prices, 
the limitation of storage facilities, the proportion of 
private patients and expensive special diets, the di- 
lution of the cost by a large number of ward pa- 
tient or domestic employes, to mention only a few 
of many factors, they still expect a dietitian to ex- 
plain why her costs are higher than those in a hos- 
pital a thousand miles away, whose system of ac- 
counting is unknown. It seems to me that we shall 
have to do a great deal of standardizing of hospitals 
and accounting systems before the comparison of 
costs produces anything except confusion and un- 
certainty. Investigation of the organization and pro- 
cedure in our own hospitals will be more productive 
of information regarding food costs and whether 
they are justified by the standards maintained and 
the service rendered. 








News Notes 


Plans Being Prepared for Addition to the 
Betty Bacharach Home 


Plans are being prepared for a new three-story 
and basement building to supplement the eight units 
already built at the Betty Bacharach Home in Atlan- 
tic City. The new building provides accommodations 
for sixty additional patients, for administrative of- 
fices, kitchen, laundry, heating and other service 
units; for an auditorium, and for quarters for resi- 
dent personnel. The building will occupy a space 
approximately 100x125 feet, and when completed 
the Betty Bacharach Home will be entirely of fire- 
proof construction. 


This Home was donated to public use by Con- 
gressman Isaac Bacharach, Public Utility Commis- 
sioner Harry Bacharach, Benjamin Bacharach, Mrs. 
M. F. Allman and Mrs. Moses Hanstein, all children 
of the late Jacob and Betty Bacharach, in whose 
honor the Home was given. 


When this new addition is completed, the Betty 
Bacharach Home will be one of the largest institu- 
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tions for the treatment of afflicted children in the 
United States. 

The architect is Vivian B. Smith of Atlantic City. 
The architectural consultant is Joseph Turner, M.D., 
of Mount Sinai Hospital, New York City, The 
Medical Director of the Betty Bacharach Home is 
Dr. David B. Allman, F.A.C.S., who, together with 
the officials of the Home will supervise the construc- 
tion of this new building. 


——— 


The name of the Norfolk Protestant Hospital has 
been changed to Norfolk General Hospital. There 
has been no change in the management. 


a 


Sweetwater Hospital, Sweetwater, Texas, a 
municipally owned hospital, opened June 1, 1936. 
Bertha Nielsen, former owner and manager of the 
Sweetwater Sanitarium has been appointed super- 
intendent. With the opening of the municipal hos- 
pital the Sweetwater Sanitarium closed. 





Florence Nightingale as a Leader in the 
Religious and Civic Thought 
of Her Time 


. ae THE courTEsy of Alfred C. 
Meyer, president of the Board of Trustees of 
Michael Reese Hospital, Hospitals is privileged to 
publish the following correspondence between Flor- 
ence Nightingale and John Stuart Mill. 


This correspondence is from Mr. Meyer’s private 
collection of letters and autographs. In placing the 
letters at the disposal of Hospitals Mr. Meyer writes: 

“When most of us think of Florence Nightingale 
the vision of the lady with the lamp at Scutari comes 
to mind. There are many other sides to Miss Night- 
ingale, however, and the following correspondence 
between John Stuart Mill and her might prove in- 
teresting to some of the readers of Hospitals. 

“Mr. Mill was one of the most eminent political 
economists and philosophers of the Victorian Period 
and that Miss Nightingale held him in very high 
regard and esteem is demonstrated in the letters. 
While Mr. Mill made a very creditable record as a 
member of Parliament, his claim to permanent fame 
will rest on his publications in the line of political 
philosophy. 

“The letters are in my autograph collection and I 
can vouch for the accuracy of the transcript.” 
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Florence Nightingale to John Stuart Mill 


PRIVATE 30 Old Burlington St. 
London 
September 5, 60 
Dear Sir 
I am encouraged by Mr. Chadwick to venture to 
write you direct. 


My reason is to ask you whether you would con- 
sent to read a religious work confidentially and to 
return it to me—with your remarks, for the sake 
of which it is printed on half margin, I need not say 
how much they would help me. 

Your “Logic” especially as regards “Law,” “Free 


Will” and “Necessity,” has been the forming influ- 
ence of it and of “me’—though whether you would 
acknowledge the superstructure, I am quite ignorant. 

At all events, I am inclined to try, although quite 
aware that you ought, for your own sake, to decline 
even looking at it if it troubles you. 


Many years ago, I had a large and very curious 
acquaintance among the artisans of the North of 
England and of London. 

I learned then that they were without any religion 
whatever—though diligently seeking after one, prin- 
cipally in Comte and his school. Any return to 
what is called Christianity appeared impossible. It 
is for them this book was written. 

I never intended to print it as it was. But my 
health broke down, I shall never now write out the 
original plan. I have, therefore, printed the MSS. 
as they were, mainly in order to invite your criticism, 
if you can be induced to give it. 

I beg that you will believe me, dear sir, one of 
your most “faithful” adherents. 


Florence Nightingale. 


I acknowledge the justice of your animadversion 
(of which Mr. Chadwick wrote to me) upon a 
passage of my little book on Nursing, if I meant 
what you think which I did not. If my words bear 
that interpretation, and you will kindly point them 
out to me, I shall be glad and grateful to alter them. 


F.N. 
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John Stuart Mill to Florence Nightingale 


B. September 10, 1860 
Dear Madam: 

Your note should have been answered sooner, but 
I was from home when it arrived. 

I should most willingly do my best to be of use 
to you in the matter which you speak of, if you think 
that I am a suitable person to be consulted about a 
work of this kind. In one respect indeed I am very 
well fitted to test the efficacy of your treatise, since 
I probably stand as much in need of conversion as 
those to whom it is addressed. If in spite of this 
(or perhaps all the more on that account) you would 
like me to read and give my opinion on it, I will do 
so with much pleasure. 

I am very happy to hear from yourself that you 
did not mean to convey impressions which | still 
think the words of the concluding passage of your 
Notes are calculated to give. I did not myself think 
you could possibly mean it, since in the same passage 
you also seem to imply that women should not be 
excluded by law or usage from the liberty of trying 
any mode of existence open to men, at their own 
risk in case of failure. But as the advocates of the 
“rights of women” contend for no more; and are 
even in general, ready to make what appear to me 
far too great concessions as to the comparative un- 
fitness of women for some occupations I do not think 
they can justly be accused of jargon, nor of contend- 
ing that women ought to do certain things merely 
because men do them, 

(The following paragraph was crossed out: 

It is very agreeable to me that you should have 


found my Logic of so much use to you, and par- 
ticularly the chapter on Free Will and Necessity, to 
which I have always attached much value as being 
the uniting issue of a train of thought which had 
been very important to myself many years before, 
and even (if I may use the expression) critical in 
my own development. 
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Florence Nightingale to John Stuart Mill 


30 Old Burlington St., 
September 12, ’60. 
Dear Sir: 

Taking advantage of your exereme kindness (am 
article which nobody ever fails to take advantage of ) 
[ have sent you, by Book Post, Vol. I of the religious 
work in question. There are, I am sorry to say, 
two other “devils” (I mean Vols.) “worse than the 
first.” But, as I fear you will never read five pages 
of the first, I have, with admirable caution, sent you 
only one. 

From a word you have used (in your very kind 
note to me) I do not think it is quite of the sort 
you expect. But that will not make it the less tedious. 

Without further discussion, I accept from so great 
a master of language as yourself the interpretation 
you have put upon some words in my “Notes on 
Nursing” and will alter these words in the next 
Edition. But, as a matter of fact, I protest against 
your assertion, that there is no such class as the one 
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I designate as talking a “jargon.” You have not 
been, as 1 have been, a “scratting” female (I use 
the significant old Derbyshire word), among a world 
of “scratting” females (and very odd ones too). 

To every word of an article, called by your name, 
on this subject, I heartily subscribe and defer. This 
is not the “jargon” I mean. I refer to an American 
world, consisting of female M.D.’s, etc., and led by 
a Dr. Elizabeth Blackwell, and though the latter is 
a dear and intimate and valued friend of mine, I 
reassert that her world talks a “jargon,” and a very 
mischievous one—that their female M.D.’s have 
taken up the worst part of a male M.D. ship, of 30 
years ago—and that, while Medical education is what 
it is—a subject upon which I may talk with some 
“connaissance de cause”—instead of wishing to see 
more Doctors made by women joining what there 
are, I wish to see as few Doctors either male or 
female as possible, for mark you, the women have 
made no improvement—they have only tried to be 
“men” and they have only succeeded in being third- 
rate men. They will not fail in getting their own 
livelihood but they fail in doing good and improving 
therapeutics. 


I am only here stating a matter of fact.. I am not 
reasoning, as you suppose. 

Let all women try. These women have, in my 
opinion, failed. But this is no apriori conclusion 
against the principle. Allow me to be, faithfully 
and gratefully, 

Yours, 
F. Nightingale. 
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Blackheath, September 23, 1860. 
John Stuart Mill to Florence Nightingale 


Dear Madam: 

I have read your treatise, or rather the portion of 
it which you did me the honor of: sending to me. If 
any part of your object in sending it was to know my 
opinion as to the desirableness of its being published, 
I have no difficulty in giving it strongly in the 
affirmative. There is much in the work which is 
calculated to do good to many persons besides the 
artisans to whom it is more especially addressed. 
In point of arrangement, indeed, of condensatioti, 
and of giving as it were, a keen edge to the argument, 
it wouid have been much benefited by the recasting 
which you have been prevented from giving to it by 
a cause on all other accounts so much to be lamented. 
This, however, applies more to the general mode ot 
laying out the argument than to the details. 

With regard to the substance of the book, it is 
scarcely necessary to say that there is very much of 
it with which I am in entire agreement and strong 
sympathy ; and when I am not, I neither have any 
desire to shake your own conviction, if I could sup- 
pose myself capable of doing so, nor should I regret 
the adoption of the same creed by any one to whose 
intellect and feelings it may be able to recommend 
itself. It would be a great moral improvement .to 
most persons, be they Christians, Deists, or Atheists, 
if they firmly believed the world to be under the 
government of a Being who, willing only good, leaves 





evil in the world solely in order to stimulate the 
human faculties by an unremitting struggle against 
every form of it. : 


In regard, however, to the effect on my own mind, 
will you forgive me for saying that your mode of 
reconciling the world as we see it with the govern- 
ment of a Perfect Being, though less sophistical than 
the common modes, and not having as they have the 
immoral effect of consecrating any forms of avoid- 
able evil as purposes of God, does not, to my appre- 
hension, at all help to remove the difficulty? I tried 
what I could do with that hypothesis many years ago; 
that a Perfect Being could do everything except 
make another perfect being, that the next thing to 
it was to make a perfectible one, and that the per- 
fection could only be achieved by a struggle against 
evil; but then, a Perfect Being, limited only by this 
condition might be expected so to form the world 
that the struggle against evil should be the greatest 
possible in extent and intensity, and unhappily our 
world conforms as little to this character, as to that 
of a world without evil. If the Divine intention in 
making men was effort towards perfection, the Divine 
purpose is as much frustrated as if its sole aim were 
human happiness. There is a little of both, but the 
absence of both is the marked characteristic. 


| confess that no religious theory occurs to me 
consistent with the facts of the universe, except (in 
some form or other) the old one of the two prin- 
ciples. There are many signs in the structure of the 
universe of-an intelligent power wishing well to men 
and other sentient creatures. I could, however, show, 
not so many perhaps, but quite as decided indica- 
tions of an intelligent power or powers with the 
contrary propensity. But (not to insist on this) the 
will of the benevolent power must find, either in its 
own incompleteness or in some external circum- 
stances, very serious obstacles to the entire fulfill- 
ment of the benevolent purpose. It may be that the 
world is a battlefield between a good and a bad power 
or powers, and that mankind may be capable, by suffi- 
ciently strenuous cooperation with the good power, 
of deciding or at least accelerating its final victory. 
I knew one man of great intelligence and high moral 
principle who finds satisfaction to .his devotional be- 
liefs and support under the evils of life, in the belief 
of this creed. 


Another point on which I cannot agree with -you 
is the opinion that law, in the sense in which we 
predicate all of the arrangements of nature, can only 
emanate from a will. This doctrine seems to me to 
rest solely on the double meaning of the word law, 
though that double meaning cannot be more com- 
pletely and clearly stated than you have done. It is 
much more natural to the human mind to see a 
divine will in those events in which it has not yet 
recognized inflexible constancy of sequence, than in 
those in which it has. No doubt, this instinctive 
notion is erroneous ; and will is in its own nature as 
regular a phenomenon, as much a subject of law, as 
anything else; but it does seem rather odd that un- 
changeableness should be the one thing which to 
account for its existence must be referred to a will; 
will being, within the limits of an experience, this 
of all others, most liable to change ; indeed it cannot 
be unchangeable unless combined with omnipotence 
or at all events with omniscience. 


With all that you say in affirmation of the uni- 
versality of law, and in repetition of objections on 
the subject of Free Will and Necessity, I need hardly 
say how heartily I agree. 

I have made a few cursory remarks in the margin 
of your book, but what I have now said is the chief 
part of what I had to say. I do not yet return the. 
volume because, unless what I have said of it takes 
away your desire to show me any more of the book, 
I hope to see the remainder. If so, however, it 
should be soon, as I shall leave England for the 
Continent in about a week. 

I have not time or space left to say much on the 
other subject of our correspondence. My opinion 
of the medical profession is not, I .dare say, higher 
than yours. But it would be dealing very rigorously 
with.the M.D.’s of whom you have so low an opinion 
to expect that they should already have made any 
improvement in medical practice. Neither when we 
consider how rare first rate minds are, was it to be 
expected, on the doctrine of chances, that the first 
two or three women who take up medicine should be 
more than what you say these are, third rate. It is 
to be expected that they will be pupils at first, and 
not masters. But the medical profession, like others, 
must be reformed from within, under whatever 
stimulus from without, and it surely has more chance 
of being so, the more thé entrance to it is widened. 
Neither does the moral right of women to admission 
into the profession at all depend on the likelihood of 
their (word illegible) to reform it. On this point, 
however we are agreed. 
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Florence Nightingale to John Stuart Mill 


30 Old Burlington Street, 
September 28, ‘60. 


My dear Sir: 

I cannot tell you how I feel the extreme kindness 
of your letter, and of your consenting to read so 
very tedious and unfinished a “treatise.” I have 
ventured to take advantage of you, by sending the 
second part, which is only a kind of Diary of the 
applications of my theories to life (from-the time 
I first read your “Logic’—up to seven years ago 
when I first entered active life and had no time for 
thinking). The third part is merely a summary of 
the two others. 

I am sure that you will not suspect me of false 
modesty, when I say that the “want of arrangement”’ 
and of “condensation” I feel to be such, that nothing 
but my circumstances can excuse my submitting it 
to you in such a state. And nothing in your kind- 
ness impresses me so much as your consenting to 
read it in such a state. I am quite sure I could not 
do it myself. I remind myself of a flute-player, who 
once (gravely) said to me, that his “playing was so 
disagreeable to himself that he would like to go out 
of the room, in order not to hear himself play.” 

2. Your words, “any one to whose feelings and 
intellect it (my creed) may be able to recommend 
itself” impress one painfully, because I feel so much 
that it will do so to none. It wants an organization 
of life to carry it out. We have seen the most absurd 
creeds sustained and spread by this “esprit” of or- 
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ganization in the founder. We have seen the most 
able and enlightened opinions remain the opinions of 
one, because that one did not attempt any re-forming 
of life to carry them out. 


Had I lived, I should have attempted, probably 
failed in, some such organization, or “Society” to 
carry out my religion. (You see I am not at all 
under convention as to what “a woman should do.”) 


As it is, I am very certain that “my creed” will 
fall to the ground, without influencing any one to 
real good. Whether anyone merely “thinks it good” 
or not is a small matter. 


3. With regard to your two grand objections as 
to the fruth of the theory, which is of course the 
one thing important, I am deeply obliged to you for 
having stated them so clearly and fully. I am not 
convinced. I do not attempt because I do not hope 
to be able, to offer anything to a mind like yours 
which you have not often thought over before. But 
it is very useful to me to see where, to a mind like 
yours, the argument is unconvincing and “does not 
at all tend to remove the difficulty.” 


I did not receive your letter of the 23rd till last 
night. I have been unusually ill and busy (with 
War office business) and they, my friends, had de- 
prived me of my private letters. Otherwise I would 
not have sent you the tails of my “treatise,” so in- 
conveniently near to your departure. 


If you are so good as to write to me again, I should 
like to have one more address from you in order to 
be able to write to you once more. And then, as 
Frederic the Great’s General said to God, “Grant me 
this one thing and I promise never to pray to you 
any more. 


Ever my dear Sir, 
Yours very gratefully, 
Florence Nightingale. 
I quite agree that the “more the entrance to the 


Medical Profession is widened, the more chance of 
its being reformed.” 
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Florence Nightingale to John Stuart Mill 


30 Old Burlington St., 
September 29, 60. 
My dear Sir: 

I need not say that, if it would be less inconvenient 
to you to take my unfortunate “Treatise” abroad 
with you than to read it now, it would be much more 
useful to me that you should read it anyhow, than 
risk to me that it should be lost coming home (by 
the Universal Carrier, Wheatley) or that it should 
not return while I am alive. 

But I suspect this proposition, viz., that you should 
take it abroad, would be the greatest inconvenience 
of all to you. And therefore, I only suggest it—I 
do not even wish it. 


Ever yours gratefully, 
F. Nightingale. 


John Stuart Mill to Florence Nightingale 
October, 1860. 


Dear Madam: 


I should have been very sorry to miss reading the 
sequel of your book. If when I had only read the 
first volume I was very desirous that it should be 
published I am much more so after reading the sec- 
ond, as the exhibition it contains of what life is in 
this country among the classes in easy circumstances, 
being earnestly and feelingly and many parts of it 
so forcibly done, and so evidently the result of per- 
sonal observation, is at once a testimony that ought 
not to be lost, and an appeal of an unusually telling 
kind on a subject which it is very difficult to induce 
people to open their eyes to. And though the things 
into which one puts the best of one’s heart and mind 
never do all the good which, to one’s own feelings, 
seems to lie in them, few books have a better chance 
than this of doing some good, and that too in a 
variety of ways. I should not feel any doubt about 
it if the book were published with your name. In- 
deed, the mere fact that these are the opinions of 
such a woman as all the world knows you to be, is 
a fact which it would be of as much use to the world 
to know, as almost anything which could at this time 
be told to it. 


I have seldom felt less inclined to criticism than in 
reading this book. And moreover I have said in my 
former letters the substance of nearly all the criticism 
I should have to make. There is, however a new 
point of difference between us, sufficiently a matter 
of principle to be worth mentioning to you. In one, 
and only one of your inferences from the doctrine 
(improperly called) of necessity, I do not agree: 
it is when you say that there ought to be no punish- 
ment (only reformating discipline) and even no 
blame. It seems to me that on the principles of 
your treatise, retaliation from others for injuries 
consciously and intentionally done to them, is one of 
these natural consequences of ill doing, which you 
yourself hold to be the proper discipline both of the 
individual and of the race: With many minds, 
punishment is the only one of the natural--conse- 
quences of guilt, which is capable of making any im- 
pression on them; for such cases punishment is the 
only means available for beginning the reformation 
of the criminal; and the fear of similar punishment 
is the only inducement which deters many, really 
no better than himself from doing acts to others 
which would not only deprive them of their own 
happiness but thwart all their attempts to do good 
to themselves and others. With regard to the 
legitimacy of resentment; a thoroughly evil will, 
though I well know that it does not come into exist- 
ence without a cause, seems to me not the less on that 
account an object of aversion; and a strong indigna- 
tion against wrong is so inseparable from any strong 
personal feeling on the subject of wrong and right, 
that it does not seem to be possible, even if desirable, 
to get rid of the one without to a great degree losing 
the other. I write these things for your considera- 
tion, and not as pretending to lay down the law on 
the subject to any one, much less to you. 


My address while abroad will be Saint Véran, prés 
Avignon, Vaucluse, France, and I am very far from 







wishing that you should do as Frederic’s General 
said he would. ‘ 


I have returned your Treatise today by the Book 
Post. 
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John Stuart Mill to Florence Nightingale 


Dear Madam: 


As I know how fully your appreciate a great many 
of the evil effects produced upon the character of 
women (and operating to the destruction of their 
own and others’ happiness) by the existing state of 
opinion and as you have done me the honor to ex- 
press your regard for my opinion on this subject | 
should not like to abstain from mentioning the forma- 
tion of a society aimed in my opinion at the very 
root of all the evils you deplore and have passed your 
life in combating. 


There are a very great number of people, particu- 
larly women, who from want of the habit of reflect- 
ing on politics are quite incapable of realizing the 
enormous power of politics that is to say of legisla- 
tion to confer happiness and also to influence the 
opinion and the moral nature of the governed. 


As I am convinced that this power is by far the 
greatest that it is possible to wield for human happi- 
ness I can neither approved of women who decline 
the responsibility of wielding it nor of men whe 
would shut out women from the right to wield it. 
Until women do wield it to the best of their ability, 
little or great, and that in a direct, open manner, I 
am convinced that the evils of which I know you to 
be peculiarly aware can never be satisfactorily dealt 
with and this conviction must be my apology for 
troubling you now. 


B.P. 
Aug. 9, 1867. 
(Inscribed on outside: 
To Miss Nightingale : 
Aug. 9, 1867) 
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Florence Nightingale to John Stuart Mill 


PRIVATE 
Aug. 11, ’67, 
35 South Street, 
Park Lane, 
London, W. 
Dear Sir: 


I can’t tell you how much pleased I was, nor how 
grateful I feel, that you should take the trouble to 
write me. 


And, if I ill-naturedly answer your note by asking 








a question, it is because I have scarcely any one who 
can give me a “considered opinion” (since those who 
were always with me are dead). 


That women should have the suffrage, I think no 
one can be more deeply convinced than I. It is so 
important for a woman, especially a married woman, 
especially a clever married woman, to be a “person.” 
But it will probably be years before you obtain the 
suffrage for women. And in the meantime, are 
there not evils which press much more hardly on 
women than not having a vote? And say not this, 
when obtained, put women in opposition to those 
who withhold from them these rights, so as to re- 
tard, still farther the legislation necessary to put 
them in possession of their rights? I do not know. 
I ask the question very humbly. And I am afraid 
you will laugh at me. 


Could not the existing disabilities as to property 
and influence of women be swept away by the legisla- 
ture as it stands at present? And equal rights and 
equal responsibilities be given as they ought to be to 
both men and women? I do not like to take up 
your time with giving instances, redressible by legis- 
lation, in which women, especially married, poor 
women, with children, are most hardly pressed upon 
now. I have been a Matron on a large scale the 
greater part of my life. And no Matron with the 
smallest care for her Nurses can be unaware of what 
I mean. E.G., till a married woman can possess 
property, there can be no love and no justice. 


Is it not possible that, if woman-suffrage is agi- 
tated as a means of removing these evils, the effects 
may be to prolong their existence? Is it not the case 
that at present there is no opposition between the 
two elements of the nation—but that, if both had 
equal political power, there is a probability that the 
social reforms needed might become matter of polit- 
ical partisanship—and so the weaker go to the wall? 
I do not know—I only ask and very humbly. And I 
can scarcely expect that you will have time to answer. 


I have been too busy for the last 14 years (which 
have never left me 10 minutes’ leisure—not even to 
be ill) to wish for a vote—to want personally political 
influence. Indeed I have, during the 11 years I 
have been in Government offices, more administrative 
influence than if I had been a Borough returning two 
M.P.’s (notwithstanding the terrible loss I have had 
of him who placed me there). 


And, if I thus egotistically draw your attention to 
myself, it is only because I have no time to serve on 
the society you mention. Otherwise, there is 
scarcely anything which, if you were to tell me that 
it is right to do politically, I would not do. But I 
could not give my name without my work. This is 
only personal (I am an incurable invalid). I en- 
tirely agree that women’s “political power” should 
be “direct and open.” But J have thought that I 
could work better for others, even other women, off 
the stage than on it. 


During the last six years that I have worked hard 
at the India Public Health Service, I have often 
wished for an opportunity to ask Mr, Mill for his 
influence in it. Is it wrong to take the opportunity 
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of asking you now to ask him for his invaluable help 
and so to beg him to believe me (though in haste) 
ever his faithful servant, 


Florence Nightingale. 
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John Stuart Mill to Florence Nightingale 


Dear Madam: 


You will readily believe that only the pressure of 
constant occupation has prevented me from replying 
earlier to the interesting letter I received from you 
in August. If you prefer to do your work rather 
by moving the hidden springs than by allowing your- 
self to be known to the world as doing what you 
really do, it is not for me to make any observations 
on this preference (inasmuch as I am bound to pre- 
sume that you have good reasons for it) other than 
to say that I much regret that this preference is so 
very general among women. Myself, but then I am 
a man, I cannot help thinking that the world would 
be better if every man, woman and child in it could 
appear to others in an exactly true light; known as 
the doer of the work that he does, and striving 
neither to be under- nor over-valued. I am not so 
“Utopian” as to suppose that bad people will very 
readily lead themselves to this programme; but I 
confess to considerable regret that good women 
should so often be almost as fond of false appear- 
ances as bad men and women can be; acting as much 
to hide their good deeds as the others do to hide 
their bad ones; forgetting probably the while that 
they are putting somebody—more or less willing— 
in the position of a false pretender to merits not his 
own, but belonging legitimately to the lady who de- 
lights to keep in the background. 

I know that it often appears, in practical matters, 
that one can get a great deal of work done swiftly 
and apparently effectually, by working through 
others; securing perhaps in this way their zealous 
cooperation instead of their jealous (or perhaps only 
stupid) obstruction. In the long run however I 
doubt whether any work is ever so well done as when 
it is done ostensibly and publicly under the direction 
or at least the instigation of the original mind that 
has seen the necessity of doing it. Whether this is 
the fact or not, I am quite certain that were the 
world in general to know how much of all its im- 
portant work is and always has been done by women, 
the knowledge would have a very useful effect upon 
it, and I am not certain that any woman who pos- 
sesses any talent whatever could make a better use of 
it in the present stage of the world than by simply 
letting things take their natural course and allowing 
it to be known just as if she were a man. I know 
that this is not pleasant to the sensitive character 
fostered by the present influences among the best 
women ; but it is to me a question whether the noble 
and as I think heroic enthusiasm of truth and public 
good ought not in this age to nerve women to as 





courageous a sacrifice of their most justly cherished 
delicacy as that of which the early Christian women 
left an example for the honest love and admiration 
of all future time. I have no doubt that the Roman 
ladies thought them very indelicate. 


In regard to the questions you do me the honour 
to ask me, first “Are there not evils which press 
much more hardly on women than not having a 
vote?” Secondly, “May not this, when obtained, put 
women in opposition to those who withhold from 
them their rights, so as to retard still further the 
legislation necessary to put them in possession of 
their rights?” Thirdly, “Could not the existing dis- 
abilities as to property and influence of women be 
swept away by the legislature as it stands at present ?” 

To answer these questions fundamentally would 
require only to state fundamental principles of 
political liberty, and to reiterate that debate so hotly 
carried on in our own history whether, to wit, hap- 
piness or dignity, commercial liberty, religious free- 
dom, or any form of material prosperity, is or is not 
best founded on political liberty. 


It may be granted in the abstract that a ruling 
power, whether a monarch, a class, a race, or a sex, 
could sweep away the disabilities of the ruled. The 
question is, has it ever seemed to them urgent to 
sweep away these disabilities until there was a pros- 
pect of the ruled getting political power? More 
than this, it is probably a question whether it is in 
human nature that it ever should seem to them 
unjust. 


In the same way it may often be a question whether 
painful symptoms do not press more hardly upon a 
patient than the hidden disease which is the cause 
of them. And undoubtedly if the symptoms them- 
selves are killing, the physician had better address 
himself to them at once, and leave the disease alone 
foratime. But if the oppressions and miseries under 
which women suffer are killing, women take a great 
deal of killing to kill them. God knows I do not 
under-value these miseries for I think that man and 
woman too a heartless coward whose blood does not 
boil at the thought of what women suffer; but I am 
quite persuaded that if we were to remove them all 
tomorrow, in the years new forms of suffering would 
have arisen for no earthly power can ever prevent 
the constant unceasing unsleeping elastic pressure of 
human egotism from weighing down and thrusting 
aside those who have not the power to resist it. When 
there is life there is egotism, and if men were to 
abolish every unjust law today, there is nothing to 
prevent them from making new ones tomorrow ; and 
moreover which is of still greater importance, new 
circumstances will constantly be arising for which 
just legislation will be needed. And how are you to 
ensure that such legislation will be just, unless you 
can either make men perfect, or give women an equal 
voice in their own affairs? I leave you to judge 
which is the easiest. 

What, however, constitutes an even more pressing 
and practical reason for endeavoring to obtain the 
political enfranchisement of women instead of en- 















deavoring to sweep away any or all of their social 
grievances, is, that I believe it will be positively easier 
to obtain this reform than to obtain any single one 
of all the others, all of which must inevitably fol- 
low from it. To prefer to sweep away any of these 
others first, is as though one were to prefer to cut 
away branch after branch, giving more labour to 
each branch than one need do to the trunk of the 
tree. 


The third question, whether there is not danger 
of political partisanship and bitterness of feeling 
between men and women is also a question which 
I think has been asked and answered in other de- 
partments of politics. It has been asked and 
answered too, though the answer has been different 
from that which we most of us approve of in poli- 
tics, in the case of marriage. To prevent quarrels, 
it has been thought best to make one party absolute 
master of both. No doubt, if women can never do 
anything in politics except for and through men, 
they cannot be partisans against men. No doubt, 


where you have death, you have none of the troubles 
of life. But if women were to prove possessed with 


ever so great a spirit of partisanship, and were they 
to call forth thereby ever so intense partisanship on 
the part of men, and were they as the weakest, to be 
driven to any extremities, I don’t see that the result 
could be very different from what it is at present, 
inasmuch as I apprehend that the present position of 
women in every country in the world is exactly 
measured by the personal and family affections of 
men, and that every modification for the better in 
women's absolute annihilation and servitude is at 
present owing not to any sense of abstract right or 
justice on the part of men, but to their sense of what 
they would like for their own wives, daughters, 
mothers, and sisters. Political partisanship against 
the mass of women will not, among civilized men, 
diminish the sense of what is due to the objects of 
their private affections. But I believe on the con- 
trary, that the dignity given to women in general by 
the very fact of their being able to be political parti- 
sans is likely to be itself a means of raising men’s 
estimation of what is due to them. So that if men 
come to look upon women as a large number of un- 
amiable but powerful opponents and a small number 
of dearly loved and charming persons, I think men 
will think more highly of women, and will feel less 
dlisposed to use badly any superior power that after 
all they themselves may still possess, than if they 
look upon women as I think men generally do at 
present, as a few dearly loved pre-eminently worthy 
and charming persons and a great number of helpless 


fools. 


On the whole then I think firstly that political 
power is the only security against every form of op- 
pression; secondly, that at the present day in Eng- 








land it would be easier to attain political rights for 
such women as have the same claims as enfranchised 
men, than to obtain any other considerable reform in 
the position of women. 3rdly, I see no danger of 
party spirit running high between men and women 
and no possibility of its making things worse than 
they are if it did. 


Finally I feel some hesitation in saying to you 
what I think of the responsibility that lies upon each 
one of us to stand stedfastly and with all the bold- 
ness and all the humility that a deep sense of duty 
can inspire, by what the experience of life and an 
honest use of our own intelligence has taught us to 
be the truth. I will confess to you that I have often 
stood amazed at what has seemed to me the presump- 
tion with which persons who think themselves humble 
. .. to the capacities of improvement of their fellow 
creatures, think themselves qualified to define how 
much or how little of the divine light of truth can 
be borne by the world in general, assume that none 
but the very elite can see what is perfectly clear to 
themselves, and think themselves permitted to dole 
out in infinitesimal doses that daily bread of truth 
upon which they themselves live and without which 
the world must come to an end. When I see this to 
me inexplicable form of moderation in those who 
nevertheless believe that the truth of which they 
have got hold really is the truth, I rejoice that there 
are so many presumptuous persons who think them- 
seles bound to say what they think true, who think 
that if they have been fortunate enough to get hold 
of a truth they cannot do a better favor to their 
fellow creatures than by saying it openly; who think 
that the truth that has not been too much for them- 
selves will not be too much for others; who think 
that what they have been capable of seeing, other 
people will be capable of seeing too, without a series 
of delicately managed gradations. I even go so far 
as to think that we owe it to our fellow creatures 
and to posterity to struggle for the advancement of 
every opinion of which we are deeply persuaded. I 
do not however mean to say that there is any judge 
but our own conscience of how we can best work for 
the advancement of such truths, nor do I mean to 
say that it may not be right for any of us endowed 
with special faculties to choose out special work and 
to decline to join in work for which we think others 
better qualified and which we think may impede us 
for our own peculiar province. Therefote while I 
have seen with much regret that you join into few 
movements for the public good I have never pre- 
sumed to think you wrong, because I have supposed 
that your abstinance arose from your devotion to one 
particular branch of public spirited work. 


Avignon 


Dec. 31, 1867 
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The annual “refresher course” for hospital ad- 
ministrators, conducted by the American Hospital 
Association, with the cooperation of the University 
of Chicago, the Chicago Hospital Association, the 
American Medical Association, and the American 
College of Surgeons, will continue the fine work 
which has been accomplished in the Institutes held 
in previous years. The Institute will open on 
Wednesday, September ninth, and close on the 
twenty-third. The lectures and conferences will be 
held in Judson and Burton Courts, on the beautiful 
campus of the University of Chicago. 


A distinguishing feature of this year’s Institute 
will be practical studies, consisting of clinics in hos- 
pital administration held at the various hospitals. 
The round tables will be under the direction of Dr. 
Malcolm T. MacEachern. Special courses for in- 
tensive study have been arranged. The seminars 
will cover subjects of general importance to admin- 
istrators, with ample opportunity for discussion and 
the introduction of questions by the students. These 
subjects are: : 

i. General Organization of Hospitals and Prob- 
lems of Plant Maintenance 

2. Professional Organization 

3. Business Administration and Internal Manage- 
ment. 

4. Small Hospitals and Their Special Problems 

5. Community Relations 


Special lectures and conferences have been ar- 
ranged on the following subjects : 
1. Public Welfare Authorities in Relation to 
Hospitals 
2. Group Hospitalization 
3. Hospital Councils 
4. Personality Problems of the Hospital Admin- 
istrator 
5. Food Service 
Among the hospital authorities who have been 
especially invited to conduct the conferences and the 
seminars are: 
EK. Muriel Anscombe, Superintendent, Jewish Hos- 
pital, St. Louis, Mo. 
Dr. C. W. Munger, Medical Director, Grasslands 
Hospital, Valhalla, N. Y. 
Nellie Brown, Superintendent, Ball Memorial Hos- 
pital, Muncie, Ind. 
E. Muriel McKee, Superintendent, Brantford Gen- 
eral Hospital, Brantford, Ont., Canada. 
Dr. W. S. Rankin, Director of Hospital Section, 
Duke Endowment, Charlotte, N. C. 


The 1936 Institute for Hospital 
Administrators 


Bryce L. Twitty, Superintendent, Baylor University 
Hospital, Dallas, Tex. 

Albert G. Hahn, Superintendent, Protestant Dea- 
coness Hospital, Evansville, Ind. 

Alexander Ropchan, Executive Secretary, Health 
Division, Chicago Council of Social Agencies. 
The interest of hospital administrators in the In- 

stitute is larger this year than in previous years; 
already a large number of students have been regis- 
tered. The registration fee is $10.00, and the 
students have the privilege of living in the dormi- 
tories of the University, if they so desire, at the 
very moderate rates charged students of the Univer- 
sity, 


The list of those registered is as follows: 


Bigney, Henrietta L., Supt., Johnson Memorial Hos- 
pital, Stafford Springs, Conn. 

Brant, Ruth, Supt., Martins Ferry Hospital, Martins 
Ferry, Ohio. 

Brown, Beaulah Mae, Supt., Soldiers and Sailors 
Memorial Hospital, Penn Yan, New York. 


Carney, Ernest R., Supt., Parkside Hospital, De- 
troit, Mich. 

Collins, Geneva Sitrena, Supt., L. Richardson Me- 
morial Hospital, Greensboro, N. C. 

Conyers, Mrs. Dorothy, Supt., Sternberger Chil- 
dren’s Hospital, Greenboro, N. C, 


Duncan, Gertrude H., Ass’t Supt., Ellis Hospital, 
Schenectady, N. Y. 


Evans, Ada L., Ass’t Supt., Boro Park General 
Hospital, Brooklyn, N. Y. 


Freeman, Suzanne M., Supt., Worcester Hahnemann, 
Hospital, Worcester, Mass. 

Fuller, Mabel C., Supt., Mountain States, Inc., 
Charleston, W. Va. 


Gibson, Clarence C., Steward, Regina General Hos- 
pital, Regina, Saskatchewan, Canada. 

Gilbert, Norma G., Ass’t Supt. of N., York Hospital, 
York, Pa. 

Gray, Agnes, Supt., Roanoke Hospital, Roanoke, 
Va. 


Hancock, Richard James, Office Manager, Lawrence 
Memorial Associated Hospitals, New London, 
Conn. 

Hare, Edith, Sup. Adm. Dept., Orange Memorial 
Hospital, Orange, N. J. 

Hartnett, Marie I., Student, New York University, 
New York, N. Y. 

Haugen, Carrie E., Supt., Physicians Hospital, 
Thief River Falls, Minn. 

Henry, Mabel, Supt., Graham Hospital, Keokuk, 
lowa. 











Jackel, Ernestine, Senior Clerk, City Hospital, Louis- 
ville, Kentucky. 


Kamrath, Eda L., Supt., Union Hospital, New Ulm, 
Minn, 

Klingman, Esther C., Supt., Sheboygan Memorial 
Hospital, Sheboygan, Wis. 

Knight, Ethel, Supt., Athens General Hospitals, 
Athens, Georgia. 

Kruger, Alexander W., M.D., Dept. Med. Supt., 
Kings County Hospital, Brooklyn, N. Y. 


Leeson, Mrs. Eudora M., Supt., Nicholls Hospital, 
Peterboro, Ont., Canada. 


Mapes, Rose L., Ass’t Supt., Montclair Community 
Hospital, Montclair, N. J. 

Martin, William H., Ass’t Bus. Mgr., Kings Daugh- 
ters Hospitals, Greenville, Miss. 

McCullough, Jennie B., Office Mgr., Falk Clinic, 
University of Pittsburgh, Pittsburgh. 

McIntyre, M. Ellen, Adm., The Meriden Hospital, 
Meriden, Conn. 

McKeague, Anna C., Supt., Williamsport Hospital, 
Williamsport, Pa. 

McLellan, Ruth, Supt. of N., Bronson Hospital, 
Kalamazoo, Mich. ‘ 

Morford, Herbert N., Supt., Prospect Heights Hos- 
pital, Brooklyn, N. Y. 

Motsiff, E. Madell, Supt., Westey Hospital, Wadena, 
Minn. 

Morrison, Isobel Stirling, Accountant, The Chil- 
dren’s Hospital of Winnipeg, Winnipeg, Mani- 
toba, Canada. 


John L. Procope, Supt., The Peoples Hospital, St. 
Louis, Mo. 








Schulte, Mrs. Gela Harmon, Director, Riverside 
Hospital, Paducah, Ky. 

Shea, Katherine Veronica, Supt., Emergency Hos- 
pital, Annapolis, Maryland. 

Sizer, Mrs. Ed. R., Supt. of N., Fred Roberts 
Memorial Hospital, Corpus Christi, Texas. 

Smith, Victoria, Supt., Englewood Hospital Assn., 

Englewood, N. J. 


Thrasher, Mrs. Jewell White, Supt., Frasier-Ellis 
Hospital, Dothan, Alabama. 

Truedson, Dorette E., Supt., Warren Hospital, War- 
ren, Minn. 


Vadakin, Charles E., Student Hosp. Mang., Colonial 
Hospital, The Kahler Corporation, Props., 
Rochester, Minn. 


Wheeler, Mabel F., Supt., Gifford Memorial Hos- 
pital, Randolph, Vt. 
Williams, Anna Grace, Ass’t Dir. of N., The 

Queen’s Hospital, Honolulu, Hawaii, 

Williams, Luke E., M.D., Supt., Wheatley-Provi- 
dent Hospital, Kansas City, Mo. 
Willis, Edith G., Supt., Good Samaritan Hospital, 

Vincennes, Ind. 

Administrators who are intending to register for 
the 1936 Institute should do so at their earliest con- 
venience. Application blanks have been sent to all 
last year students of the Institute, and to over one 
hundred new students who have indicated their de- 
sire to attend this year’s Institute. Those who have 
not received registration blanks and desire them may 
secure them by writing to the Executive Secretary 
of the American Hospital Association, 18 E. Divi- 
sion Street, Chicago. 


My Reaction to Hospital Clinical Records 


ALBERT HOWARD BAUGHER, M.D. 
Pathologist, Illinois Central Hospital, Chicago 


M. REACTION to hospital clinical records 


from the viewpoint of the pathologist is that the 
record of the patient should show clearly the condi- 
tion of the patient at all times, the reason for hos- 
pitalization, the results obtained, and satisfactory 
evidence that the patient had been handled with the 
best known practical treatment for the particular ail- 
ment or ailments as given by the evidence in the rec- 
ord. While records are primarily for clinicians to 
use in connection with the treatment of their pa- 
tients, they are also of great value for statistical 
purposes. The adage that “after thought is often 
better than forethought,” while too often true, should 
not necessarily be true regarding our records of 


Read before the Tri-State rang ey Assembly—Section of 
Record Librarians, Chicago, May 6, 1936. 





many of the diseases that we are called upon to treat, 
and further as our knowledge is largely controlled by 
our past experience we should endeavor to leave a 
valuable heritage of scientific data in our clinical rec- 
ords for those who follow us. From my point of 
view there are four absolute essentials for a good 
record—identification of the patient, symptoms, treat- 
ment, and results. The record should show con- 
clusively that the patient had proper treatment. 


The Arrangement of a Model Record 


An ideal or model record should be at least as 
comprehensive as the following outline: 


Items in a Model Record 
I Identification of the Patient 
II History 
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(1) Nurses’ charting 
(2) Leading symptoms 
(3) Duration of symptoms 
(4) Exact time recorded when patient 
made an attempt to correct the con- 
dition thought to be present 
(5) Definite statements regarding facts 
and findings—also all negative prob- 
abilities 
(6) Physical findings covering a complete 
inventory of all organs 
(7) Progress notes 
Ill Laboratory Examinations 
(1) Urine 
(2) Blood count 
(3) Wassermann 
(4) Sputum 
(5) Feces 
(6) Stomach 
(7) Blood chemistry 
(8) Electrocardiogram 
(9) X-ray 
(10) Others as indicated 
IV Examination by special apparatus when indi- 
cated 
V_ Consultations 
VI Treatment 
VII Description of operative technique 
VIII Description and analysis of surgical speci- 
mens 
IX Condition on discharge 
X Autopsy findings 
XI Summary of essentials in record 
XII Follow up. 


The record should be compiled with the idea of 
convenience for easy perusal as laborious handling 
at the time of using or reviewing is most discourag- 
ing and often depletes the real value that it may con- 
tain. Summarized and systematized reports are 
much more valuable than isolated and “out of se- 
quence” reports. This statement refers especially 
to findings regarding blood, urine, feces, and tem- 
perature when repeated examinations are required, A 
special summary sheet is also a distinct advantage 
covering the essentials of the entire record and I 
should like to recommend that one be incorporated 
in every record and to further recommend that it be 
signed by the attending physician. Since it is often 
the duty of the pathologist to review records for 
staff conferences, analyses of deaths, and for con- 
sultations, the records which conform to this ideal 
record and which contain the points I have men- 
tioned give one a very favorable reaction. 

Clarity is of the greatest importance. This refers 
to diction, terminology, legibility, and diagrams. 
Exact facts should not be confused with corroborative 
evidence. Signatures must follow important findings, 
opinions, consultations, operative procedures, and 
diagnoses, thus giving the record authority compara- 
tive to the standing of the signatories. It is not prac- 


tical to have all reports typewritten and in some in- 
stances it would definitely lessen the value of the 
report or the opinion. Many factors enter into 
whether or not reports should be typewritten. Ex- 
pediency often requires penmanship, but clarity often 
favors typing. Typed reports should be carefully 
checked as usually a second person is responsible for 
the typing and gross errors may be made inad- 
vertently by the typist. One should avoid local or 
indefinite symbols and abbreviations. 


Uniformity in Nomenclature a Necessity 


Definite recognized names for the diseases of the 
patient must be given at an appropriate place on the 
record and in the order of their importance for this 
particular record. It seems to me that a classification 
as edited by H. B. Logie’ and entitled “A Standard 
Classified Nomenclature of Disease” is satisfactory. 
At any rate uniformity is of paramount importance. 
Whether classification rests upon an anatomical or 
an etiological basis does not concern an individual 
record as it does a group of records. 

The considerations just enumerated lead to the 
following question, “What is the value of a clinical 
record ?” 


(1) It offers system for administration of treat- 
ment 


(2) It offers system for the observation of the 
patient 


(3) It furnishes a basis for action where memory 
might fail 


(4) It is a depository for facts regarding the 
patient 


(5) It holds intact information which at a later 
time may be useful for the patient or for 
correlation with other similar cases 


Logie’ has well said that the number of incomplete 
diagnoses may reflect either deficiency of diagnostic 
acumen or clinical honesty and that it may be that 
the “diagnostic deficit” will be greatest in the best 
hospitals but he also adds that the relative number of 
incomplete and unclassifiable diagnoses reported in 
an institution or community will be to some extent 
an indication of the amount of loose and inaccurate 
medical thinking. 


The Importance of a Well-Edited Clinical Record 


Time, effort, thought or money expended regard- 
ing the clarity, certainty, and accuracy of a record 
facilitates the searching of the record thus making 
less irksome its usefulness both for the treatment 
of the patient and for the purpose of compilation of 
facts and statistics. Well edited records therefore 
tend toward compensation for the effort, time, and 
money spent in preparing them, all having been ex- 











pended primarily for the benefit of the patient and 
secondarily for the advancement of the science of 
medicine. 

The hospital has long been regarded as the 
Utopia for the treatment of disease. This is espe- 
cially true regarding surgical diseases even though 
the disease may be of minor importance. For this 
confidence hospitals owe to their constituency treat- 
ment and opinion on a par with the confidence be- 
stowed. This places the responsibility of records 
and of standard forms of treatment directly on the 
hospital and through the hospital to the attending 
staff. 


The Responsibility of the Staff 

Records cannot be satisfactorily made, except by 
daily vigilance on the part of the hospital staff. Since 
the staff member is responsible to the patient and 
also since he is the immediate arbiter as to the value 
of the record and of its contents his whole-hearted 
cooperation is essential. A good staff member will 
give this cooperation, though it increases immediate 
demands on his time, but he is adequately repaid 
when he asks information or seeks to recapitulate 
his clinical experience. The psychology of effort 
expended in this regard by the attending physician 
will also tend to increase his efficiency. It will also 
stimulate those about him to do more efficient work. 

Carl J. Wiggers* said, ‘No one who pauses to re- 
flect can fail to admire the master minds of medicine, 
who by simple signs and statistics not only interpret 
many disease processes correctly, but upon them 
build an admirable system of diagnosis. Nothing can 
be substituted for the power of accurate observation, 
either at the bedside or in the laboratory.” 


The Humanitarian Aspects of Clinical Records 

May our records stand as monuments to our ability 
as physicians to the degree that we sincerely desire 
to have our patients regard our ability. 

To illustrate the significant scientific and humani- 
tarian aspects of a record, we have lantern slides 
showing two unusual cases: 

(1) Multiple Generalized Giant Cell Sarcomas of 

Bone* 





Five lantern slides showing a few of the typi- 
cal lesions and one lantern slide showing a 
news article of the patient after twenty 
years. Patient now 38 years of age. 
(2) Bilateral Retinal Gliomas— 

Four lantern slides showing typical pathology 
of the lesions and two showing the child at 
ages 3and 7. No return to this date. Time 
elapsed, 10 years. 


One might say that it would be better to let one 
die rather than to correct or cure a disease that would 


leave one so greatly handicapped for life as these 
patients have been left, but this is not the spirit of 
medicine. The spirit of medicine is to cure and 
prevent disease. The chief objective, therefore, in 
medicine is to reduce. morbidity and mortality to 
lowest terms and each patient’s record is a unit 
either for or against these two desirable results. By 
comparative statistical study the decrease in mortal- 
ity of cancer and of pneumonia is already noticeable. 
The writer®* in a consecutive series of hospital cases 
of cancer extending through a period of two years 
found that the time elapsed after a symptom was ob- 
served by the patient was in inverse ratio to the 
length of life after treatment was instituted. For 
pneumonia Bullowa,’ working with the Littauer 
Pneumonia Research Fund of New York University 
has found that by statistical study patients treated 
with specific anti-sera have at least ten per cent more 
cures than patients treated without sera. Thus by 
statistical study two major diseases have had great 
inroads made on both their morbidity and their mor- 
tality rates. It is possible with good records to wipe 
out certain diseases by this method of attack, others 
could have greatly lowered morbidity and mortality 
rates. It is generally believed that maternity cases 
and infants offer fruitful fields for immediate statisti- 
cal study. 
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Progress in Occupational Therapy 






W. R. DUNTON, JR., M.D. 
Medical Director, Harlem Lodge, Catonsville, Maryland 


ee ME TO REMIND you that there is a 
legend that the first prescription for occupational 
therapy was given to one Adam and his better half, 
Eve, after their expulsion from the Garden of Eden. 
It is believed that in order to relieve the mental 
depression of this pair at being dispossessed (they 
had paid no rent) that the Good Lord prescribed 
certain occupations. So far as I know, no arch- 
eologist has unearthed records of the progress of 
their treatment. 


Later we know that the Egyptians and Greeks used 
occupations of various sorts, chiefly for the treatment 
of mental cases. Much later Pinel in France, Rush 
in America, and Riel in Germany advocated work, 
labor, occupation, as it was variously termed, in the 
treatment of mental disorders and since that time 
occupations have been used as remedial measures 
for this type of cases. Frequently when such treat- 
ment was not prescribed patients themselves would 
seek out and practice some occupation. I can recall 
in my early psychiatric days a woman who would 
outline with stitchery on muslin the illustrations of 
one of the English periodicals which occupation 
seemed to give her satisfaction. Before these needle- 
work pictures were completed they were usually 
destroyed for some reason or another. 


Credit for placing occupational therapy on a more 
exact basis belongs to Miss Susan Tracy who in her 
book, Invalid Occupations, definitely pointed out the 
special values that certain crafts have for particular 
conditions. With the stimulus which she gave others 
have made more exact studies so that the remedial 
values of various occupations are now pretty well 
known. 


This is especially the case in the treatment of 
surgical and orthopedic conditions where the weight 
of the tool and the character of the movement may 
be graded to produce the exact amount of exercise 
which will be beneficial. It is in this type of case 
that it is possible to objectively measure the progress 
that the patient is making and the results of treatment 
are more striking than in cases of tuberculosis or 
mental disorder. 
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Occupational Therapy for Tuberculous Patients 


At the same time, some of the most enthusiastic 
comments on the value of occupational therapy have 
come from those in charge of tuberculous patients. 
One sanatorium superintendent has calculated that 
there has been a definite diminution in the percentage 
of patients who “run out” or abandon the cure since 
the installation of occupational therapy in his sana- 
torium, Others have declared that the time of cure 
is shortened. It is easy to conceive that an active 
man or woman who is abruptly required to take 
absolute rest will not gain the mental rest which is 
so necessary if they have nothing to think about but 
their changed circumstances and that of those who 
may be dependent upon them. If their thoughts 
can be directed to something which may be trivial 
but which interests them and prevents their indulging 
in depressive thought much has been accomplished. 
Every physician knows that the cheerful patient has 
a much better chance for recovery and a shortef ill- 
ness than one who is depressed and brooding. 


Possibly a greater value of occupational therapy 
for the tuberculous is that of “hardening” the patient 
when he is past the acute stage when absolute rest 
is necessary and has advanced towards recovery and 
discharge from the sanatorium. Graduated exercises 
aid in restoring tone to muscles, encourage the patient 
by proving he is still capable of activity, rehabilitate 
him for extra-mural life. 


Occupational Therapy for General 
Medical Cases 


This same dictum applies to general medical cases 
and the more progressive general hospitals are creat- 
ing occupational therapy departments with trained 
therapists in charge. In many hospitals as yet there 
is not a sufficient therapeutic staff to extend the 
benefits of occupational therapy to all types of cases 
and a beginning is usually made with the surgical 
and orthopedic cases. Yet others, such as the 
Presbyterian Hospital of Chicago, have long recog- 
nized that even the usual ten day case may be bene- 
fited by the ministrations of the therapist. 


Recently the alumnae of one of the foremost train- 














ing schools for nurses in this country received the 
following : 


“An effort is being made to introduce Oc- 


cupational Therapy in the Public Wards of the 
Hospital. Patients are enthusiastic and nurses 
anxious to develop the work, but the Hospital 
is not in a position to pay for a worker or 
materials. 


“Would you like to help by sending to the 
Nurses’ Class Room, from time to time, ma> 
terials, from your scrap bag, old huck towels, 
stockings, rayon or glove silk underwear, silk 
or cotton dresses, ends of yarn, crochet and 
embroidery thread, used playing cards and 
games ?” 


Occupational Therapy as a Therapeutic Measure 


As nothing is said to indicate that physicians are 
prescribing occupational therapy it may be inferred 
that this plan of introducing occupation on the wards 
originated with the nurses and is merely a form of 
diversion, so that it is especially unfortunate that 
the term occupational therapy should be applied to 
what is merely amusement. It is granted that diver- 
sions may be therapeutic but they should be pre- 
scribed and applied by trained persons for thera- 
peutic purposes if they are to be classed as occupa- 
tional therapy. It is such mis-applications of the 
term occupational therapy and mis-conceptions of 
its purposes that hinder the progress of occupational 
therapy and its use. Its intent is cheapened and is 
apt to cause hospital superintendents to look upon 
it as a “frill,” to be discarded in hard times. 


While occupational therapy may be a “frill” there 
is positive proof that the duration of hospital resi- 
dence is shortened when it is administered and when 
it is not administered the cost to the hospital is in- 
creased by the longer residence necessary when the 
patient is not stimulated to cheerfulness and greater 
hope by the therapist. While the great depression 
closed many occupational therapy departments the 
loss of such service proved its value to many hospi- 
tals and a number have restored their departments. 


The greatest handicap which the progress of oc- 
cupational therapy suffers is the ignorance of so 
many physicians of this method of treatment. For 
this many are not to be blamed as few of us ever 
heard of it during our medical course and like so 
much else of our knowledge of therapy we have had 
to pick this up during our years of practice. It 
should be the duty of every clinical teacher to pre- 
sent some information as to the kinds of occupations 
which will be of benefit to the particular case he may 
be presenting. In this way students will become 


cognizant of the subject and may observe the results 








of treatment in those cases which may be assigned 
to them. Those physicians who have been in prac- 
tice a number of years may gain knowledge of the 
subject from books and periodicals, just as they gain 
knowledge of other forms of therapy. 


It is not necessary for the physician to familiarize 
himself with the technique of occupational therapy 
any more than it is necessary that he familiarize 
himself with the technique of nursing, but he should 
know its principles and have a definite idea of the 
results to be obtained. He does not have to be an 
expert weaver to prescribe that craft for flexion of 
a stiff elbow joint. It is sufficient for him to pre- 
scribe the kind of movement desired and trust the 
therapist to find that occupation which will best 
serve and at the same time will interest the patient. 


Credit should be given those individuals who 
nearly twenty years ago organized the American 
Occupational Therapy Association. Through their 
efforts, standards of training have been established 
and a number of persons who were not qualified have 
been forced to relinquish their claims of being oc- 
cupational therapists. I remember at a meeting sev- 
eral years ago a hospital superintendent rather 
plaintively said that he would like to secure a 
therapist who could do more than make silk flowers. 
While the person with this accomplishment evidently 
did not realize the duties and qualifications of a 
therapist it is also true that the supermtendent did 
not either or he would not have engaged her. [It is 
now possible, through the placement service of this 
association to secure therapists who are qualified to 
serve the various branches of medicine. 


For with the increaing use of occupational therapy 
it has been found that there has developed a special- 
ism comparable to that of medicine and we have 
therapists who are especially qualified to administer 
to the orthopedic, surgical, tuberculous, mental, or 
general medical cases. Each one of these branches 
has special needs and requirements which require 
special training and temperament. 


In summing up the present status of occupational 
therapy it may be said that it has reached a point 
where it has definite value as an adjunct of medical 
care and has proved its worth to help the sick, but 
there are still too many who are ignorant of its 
value. 





$250,000 for Cancer Clinic 


The late Anton G. Hodenpyl bequeathed $250,000 
to the Butterworth Hospital, Grand Rapids, Mich- 
igan, with which to establish and maintain a cancer 
clinic. 
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Report of the Committee on Membership 
Structure and Association Relation 





This report of the Committee on Membership 
Structure with recommendations and _ proposed 
changes in the Constitution and By Laws of the As- 
sociation was received by the Board of Trustees at 
its meeting June 6, 1936, The Board desires that it 
be printed in the July issue of “HOSPITALS” for 
the information and consideration of the Association 
Membership. The report will be presented in its 
final form at the Cleveland Convention at the General 
Session, Monday afternoon, September 28, 1936. 








American Hospital Association. 


Board of Trustees, 








A. THE ANNUAL CONVENTION of the Ameri- 


can Hospital Association, held in Philadelphia in 
1934, a resolution was passed calling upon the Board 
of Trustees of the American Hospital Association to 
appoint a committee for the purpose of studying the 
basis of membership of the American Hospital Asso- 
ciation, the relationship of regional and national as- 
sociations, and their proper financing. The commit- 
tee was appointed late in 1934 and consisted of three 
members representing the Trustees of the American 
Hospital Association, three members representing 
the various sectional associations, and a chairman 
selected at large. The committee has held four meet- 
ings in February, June, and September of 1935, and 
in February, 1936. 


American Hospital Association Resolution* 
Approved at Philadel phia—1934 


“WHEREAS, during its thirty-six years of serv- 
ice the American Hospital Association has developed 
into an association of importance and influence, and 

“WHEREAS, in the course of its development 
the Association has become an organization of hos- 
pitals rather than one of hospital executives, and 

WHEREAS, by reasons of these changes there is 
need for a comprehensive study to determine the cor- 
responding changes that should be made in our mem- 
bership structure, and 

WHEREAS, there have been developed many re- 
gional associations whose membership structure and 
activities should be co-ordinated with the American 
Hospital Association, and 

“WHEREAS, in view of changed conditions there 
is need for a study of the methods for the financing 
of the national and regional associations, 

“Now, therefore be it RESOLVED, that the 
Board of Trustees of the American Hospital Asso- 
ciation appoint a committee of seven members to 
consist of at least three officers of regional associa- 

*Passed at the Thirty-sixth Annual Convention of the 


aa Hospital Association, Philadelphia, September 27, 


July, 1936 ; 


tions for the purpose of studying the basis of mem- 
bership, the relationship of the regional and national 
associations and their proper financing, this commit- 
tee to report back to the Board of Trustees.” 


It has been the desire of the committee that the 
present situation of each of their objectives shall be 
clearly defined, that the historical facts which have 
led up to this situation shall be thoroughly analyzed, 
and that their concluding recommendations, regard- 
less of detail, shall be based upon fundamental prin- 
ciples of lasting value. Permeated by the feeling that 
no change shall be made in the present situation 
unless it appears to be imperative, the committee has 
attempted to act not like reformers but like common 
sense conservatives building for the future. 


Membership Structure 

The first objective of the committee, as instructed 
by the Association, was to make a comprehensive 
study of the basis of membership. Consequently; the 
history of the membership structure of the Associa- 
tion was reviewed from the time it was organized, 
up to the present time. Briefly, this history reveals 
several significant facts. First of all, the Association 
is comparatively new—its start only dating back to 
1899, Therefore as a youngster, it should be ex- 
periencing growing pains and should find it neces- 
sary to adjust its external habits to a changing world. 

Secondly, since its launching, there has been a dis- 
tinct trend in the basis of membership from a per- 
sonal to an institutional one. If we analyze the 
figures of membership for the past ten years, we will 
find that the institutional memberships have increased 
100%, while during the corresponding period the 
personal memberships have increased not quite 50%. 
At the same time, we will note that at the present 
moment only slightly over 25% of the 6,246 hos- 
pitals and sanitariums, registered by the American 
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Medical Association, are institutional members. This 
may not be surprising, when you appreciate that at 
the present time an institution, without membership 
in the American Hospital Association, may secure 
all the benefits which accrue to an institution with 
institutional membership, costing $50.00 a year or 
more, by enrolling its superintendent as a personal 
member at the cost of $5.00 a year. Clearly signifi- 
cant is the steady growth in the institutional mem- 
bership of the American Hospital Association, While 
the personal membership showed a slight decrease 
during the period of the depression not so with the 
institutional membership. 

Finally, there has developed a variety of organized 
groups, in addition to the national, state, and local 
hospital associations, who have similar or allied ob- 
jectives. At the present time at least 132 other or- 
ganizations are interested in some phase of hospital 
service and there exists very little opportunity for 
co-ordination between their work and ours. 

After reviewing the history of changes in mem- 
bership structure in the American Hospital Associa- 
tion, and reviewing the growth and present mem- 
bership of the Association, the committee was of the 
following opinions: First, that both institutional and 
personal membership provisions should be maintained 
in the Association. Second, that there should be 
continued opportunities for an active as well as an 
associate membership. Third, that all classes of 
membership should be sufficiently sub-divided to 
properly classify the variety of individuals and or- 
ganizations who might seek to be allied with the hos- 
pital association, and thereby give greater opportunity 
for co-ordinated effort in the total field. Fourth, that 
the present life and honorary membership be con- 
tinued. Fifth, that once a person was 2 personal 
member of the Association, he should always have 
the opportunity of continuing that membership, pro- 
vided, however, that in the future personal member- 
ship should only be provided for individuals con- 
nected with an institution maintaining active institu- 
tional membership in the Association, except where 
legal restrictions prohibit such membership. Sixth, 
that organized state or provincial associations, where 
such organizations exist, should have the opportunity 
of approving applications for membership in the 
American Hospital Association from both institu- 
tions and individuals located within the confines of 
their locality. Those associations to have the privi- 
lege of requiring membership in their own associa- 
tion or not, as they see fit, and of collecting dues for 
state and national associations jointly or separately, 
as they may desire. 


In view of the above considerations, the commit- 
tee made the following recommendations to the Board 
of Trustees of the American Hospital Association in 








September, 1935. These recommendations were ap- 
proved by the Trustees but unfortunately, delay was 
experienced in preparing them in the form required 
for adoption in the constitution by the convention as 
a whole. Therefore, final action must be delayed 
until September, 1936. 

I. Provision should be made for the following 
types of active membership: 

A. Active, Type I—Acute hospitals. 

B. Active, Type II—Chronic and convales- 
cent hospitals, including institutions for epilep- 
tic, tuberculous, and nervous and mental cases. 

C. Active, Type III — Related institutions, 
including homes for aged, homes for the men- 
tally deficient, maternity homes, homes for in- 
curable patients, and hospital departments of 
organizations and institutions organized not 
primarily for the medical care of patients. 

D. Active, Type IV — Dispensaries, clinics, 
and other similar organizations organized for 
the diagnosis and treatment of the sick but not 
rendering in-patient bed care. 

II. Provision should be made for allied member- 
ship for associations of denominational, racial, and 
special service hospital associations and associations 
of hospital professional groups. 

III. Provision should be made for affiliate mem- 
bership, for medical associations and societies, pub- 
lic health associations, educational associations and 
boards, foundations interested in hospital service and 
departments of government interested in hospital 
service. 

IV. Provisions should be made for associate mem- 
bership of organizations interested in the objects of 
the Association but not eligible to membership in any 
of the above groups. 

V. The present provision for subscribing mem- 
bership should be continued. 

VI. Provision should be made for personal mem- 
bership as follows: 

A. Active, Type I—Executives, assistant ex- 
ecutives, members of the medical staff and mem- 
bers of the Board of Trustees of any institution 
holding active institutional membership in the 
Association, and persons holding active personal 
membership as of December 31, 1935. 

B. Active, Type II—Executives of govern- 
ment hospitals which because of legal restric- 
tions cannot become institutional members. 

C. Associate, Type III—Executives and de- 
partment heads other than those designated as 
eligible to active membership, of any institution 
or organization holding institutional member- 
ship in the Association; individuals interested 
in the object of the Association who have no 
official connection with any existing hospital, 
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association, or corporation which would be en- 
titled to institutional membership; and persons 
holding associate personal membership as of 
December 31, 1935, 

D. Present life members should continue. 

E. Honorary membership as at present. 


VII. Active Institutional Members, Types I, II, 
and III shall be entitled to one voting delegate to the 
annual conference of the Association for each 10,000 
days of in-patient service or fraction thereof, new- 
born infant days excluded. However, no Type I 
institution shall be entitled to more than six voting 
delegates and no Type II or Type III institution shall 
be entitled to more than two voting delegates. Active 
institutional members Type IV shall be entitled to 
one voting delegate. Active personal members shall 
be entitled to the same rights and privileges as dele- 
gates from active institutional members. Other insti- 
tutional, associate personal members, honorary per- 
sonal members, and subscribing members shall be 
entitled to the same rights and privileges as active 
personal members except they shall not have the 
right to vote. However, associate personal mem- 
bers, or honorary personal members may be voting 
representatives of an active institutional member of 
the association if they are officially connected with 
such institution. 

VIII. Membership in the American Hospital 
Association after January 1, 1936, except in the case 
of national organizations, should be available only on 
the approval of organized state or provincial hospital 
associations where such organizations exist. 


Financing the Association 

The second consideration of the committee was a 
study of the methods of the financing of the Associa- 
tion, 

A comparison, by years; of the income of the na- 
tional association since 1915 indicated a_ steady 
growth until 1929 when it reached the peak at ap- 
proximately $97,000. Since 1929, there has been 
roughly a 30% reduction in this total income, and 
fortunately, a corresponding reduction in expense. 
If we analyze the total income for 1934, we will note 
that 44% comes from membership dues, 49% comes 
from. exhibits, 4% comes from advertising in the 
Bulletin and 3% from miscellaneous sources. It is 
significant, also, to note that 35% of the total income 
comes from institutional memberships alone. This is 
almost four times the amount collected from personal 
members. Moreover, income from institutional dues 
has steadily increased, while the, personal dues in- 
come reached its peak about 1931 and has been de- 
creasing since. Likewise, all other sources of in- 
come show a decided decrease in recent years. 


When we compare our budget of expenses with 
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the budgets of other organizations, not only national 
health organizations, but organizations of other types, 
we come across some very startling facts. For ex- 
ample, the National Council of Young Men’s Chris- 
tian Associations serving only 1,300 Y.M.C.A.’s, 


has a budget of $1,200,000 while our national asso- 


ciation serving four times as many. hospitals has a 
budget of only $68,000. Of thirty-eight national or- 
ganizations studied, the lowest one had a budget half 
again as large as ours and the majority maintained 
budgets many times that of ours. 

A further study of the institutional membership 
dues revealed the fallacy of basing such dues upon 
a division of hospitals into groups, according to bed 
capacity. The unfairness of charging the same rate 
to hospitals of the same size, irrespective of the vol- 
ume of work, is readily appreciated. 

The relationship between the benefits of an asso- 
ciation, such as ours, and its income is not unlike 
that of other organizations and it follows the usual 
cycle. Namely, in order to do a good job, it becomes 
necessary to have sufficient funds available for use. 
‘Yet to develop an appeal for greater funds an or- 
ganization must do a good job. We studied the ex- 
periences of several state hospital associations, who 
were noted particularly for their remarkably fine 
service to their constituent hospitals. Invariably it 
was found that when they charged rates for mem- 
bership high enough to secure adequate funds, they 
were able to furnish benefits to their members far 
beyond the fees requested. 

A study of the financial return to the individual 
personal members of the American Hospital Asso- 
ciation revealed the fact that in printed matter alone 
the national association distributes annually to each 
of its individual personal members, material which 
costs $7.50, for annual dues of but $5.00. 

With these facts in mind, your committee pro- 
ceeded on the following principles: First, that the 
unfairness in institutional dues should be more nearly 
eliminated, and the committee believes that such dues 
should be based upon patient days service only. It 
seems reasonable to assume that hospitals benefit 
from the activities of the American Hospital Asso- 
ciation, in direct ratio to their volume of service. 

Second, it was felt that there should be a concen- 
trated effort to increase the number of members, 
particularly as it applied to institutional member- 
ships, and in that way increase the available income. 
Yet the committee does not feel that development 
should be handicapped by an increase in the.rate. So 
the rate of one mill ($0.001) per patient day was 
recommended. 

If you will apply the one mill per day to the typical 
hospital in the various classifications of institutional 
memberships, you will find that the amount of dues 
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per member is altered very slightly. The actual dif- 
ference is something like ninety-five cents for the 
100-bed hospitals, for example. This will not be 
true of the very large hospital, which will probably 
have to increase its membership dues. On the other 


hand, it seems that they are the hospitals which re- | 


ceive a larger proportion of the benefit of the associa- 
tion’s work and likewise, should be more able to pay 
for it. By a greater concentration upon increasing 
the number of available institutional members, a 
potential income of $143,545 might be secured from 
membership dues. This figure is much more nearly 
adequate for the association to do the job needed in 
the hospital field and which is even now expected of 
it. 

Third, that it would be unwise to increase the dues 
of personal members.-in spite of the apparent discrep- 
ancy between the dues and costs of service rendered 
to such members. 

In view of the above considerations, the committee 
made the following recommendations to the Board of 
Trustees of the American Hospital Association in 
September, 1935, these recommendations were ap- 
proved by the Trustees, but along with the recom- 
mendations on membership structure, it was neces- 
sary to delay final action until September, 1936. 

[. Dues of active institutional members, Type I, 
should be on the basis of one mill ($0.001) for each 
day of patient service, excluding newborn days. 
Minimum dues for any one institution should be 
$10.00 and maximum dues should be $100.00, 

If. Dues of active institutional members, Types 
If and III, should be on the basis of one mill 
($0.001) for each day of patient service, excluding 


newborn days. Minimum dues for any one institu- 


tion should be $10.00 and maximum dues should be 
$20.00. 

Il]. Dues of active institutional members, Type 
[V, should be $10.00. 

IV. Dues of all other institutional members and 
subscribing members should be $25.00. 

V. Dues for active personal members, Types I 
and II, should be $5.00. 

VI. Dues for associate personal members, Type 
III, should be $3.00. 


Relationship of Associations 


The third consideration of the committee was a 
study of the relationship existing between the Ameri- 
can Hospital Association and the various regional, 
state, and provincial associations. This study showed 
that a hodge-podge of organization structures exists 
in the hospital field. This is no one’s fault and is 
due only to very rapid growth of organized co-opera- 
tive effort in the field. In certain sections of the two 








countries, very strong regional associations, covering 
a number of states, have been maintained for several 
years, and yet these sections feel the need of state 
associations to carry on those functions for which 
even a very active and strong regional association is 
necessarily impotent. On the other hand, in other 
sections of the country, very strong state associa- 
tions likewise feel the need of regional associations 
for the conducting of conventions or other common 
activities. 

There are, at the present time, five regional, forty 
state, and seven provincial hospital associations. 
Eight states and one province do not have organized 
hospital associations. Of the forty state associations, 
sixteen are authorized sections of the American Hos- 
pital Association ; only one regional association is an 
authorized section; none of the provincial associa- 
tions is an authorized section; twelve state associa- 
tions and one regional association have been granted 
the authority to collect the personal dues, and one 
state has been granted the authority to collect the in- 
stitutional dues of the American Hospital Associa- 
tion. 

The committee feels first, that the functions of 
both the state and regional associations should be 
clearly defined and their relationship definitely estab- 
lished ; second, that insofar as the state associations 
are more potent in their ability to aid hospitals, they 
should primarily be the nucleus for the American 
Hospital Association ; third, that although the Ameri- 
can Hospital Association should be a federation of 
state and provincial associations, that each of these 
associations should have complete autonomy within 
its locality. 

At the present time there exists no channel where- 
by most of the members earnestly interested in the 
management of the American Hospital Association, 
can give effective expression to ways and means of 
improving the activities of the American Hospital 
Association. Likewise, there is very little opportunity 
on the part of those in the active management of 
the association to explain and to discuss the underly- 
ing reasons of their current policies and decisions. 

Then again, a very ludicrous situation is disclosed 
by the minutes of the various business sessions held 
at the national conventions for the past few years. 
Read the proceedings of those business meetings, 
which are held on the last day of the convention, and 
learn how little actually takes place. For the past 
few years not more than ten actual members of the 
association have been present to pass on the business 
affairs of the association, as they are presented at 
that time. Ten members out of 1,723 institutional 
members and 2,613 personal members, to transact 
the business of an organization as important as is 
ours. 
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Then, too, in times of the past, there has been some 
criticism of the distribution of the Trustees among 
various parts of the country, The Nominating Com- 
mittee has earnestly attempted to satisfy the variety 
of interests which are vital to the management of the 
association. On the other hand, when you appreciate 
how small a proportion of the total membership 
actually vote at the election of these trustees, it be- 
comes perfectly apparent that, at the present moment, 
there is no definite expression of opinion on any as- 
sociation matter, which can be considered to be the 
true expression of the variety of members in the 
association. 

The committee reviewed the organization struc- 
tures created by a number of other national organiza- 
tions, of similar character, to see how these oppor- 
tunities, which we now feel are lacking, have been 
afforded and safeguarded. An analysis of these or- 
ganization structures was made to determine wherein 
lay their weaknesses, as well as their strength, with 
the hope that we might, perhaps, from their ex- 
perience, evolve a structure better adapted to our 
purpose. 

It is the opinion of the committee that the organ- 
ization of the American Hospital Association would 
be improved by the existence of a Board of Gover- 
nors representing the state, provincial, allied, and 
affiliating associations, and by the establishment of 
regions from which the trustees would be elected. 

It is only natural that we should adhere as closely 
as possible to the most democratic principles in the 
construction of any such organization. One might 
wonder as to whether the suggestion of removing 
from the individual member the opportunity of vot- 
ing at national conventions was flatly denying him 
a privilege which should be jealously defended. How- 
ever, careful thought will indicate that actual experi- 
ence has shown that under the present system, folks 
do not express that privilege, and when expressed, 
it is unduly weighted by the number of voters from 
the particular locality of the convention. Such a re- 
sult cannot be the true expression of the group as 
a whole. The truly democratic experience might be 
better secured if the individual voted in his state 
convention to select and to instruct his representative 
delegates, fully confident that the proportionate 
weight of his vote would be insured with that of all 
of the other representatives from various parts of the 
country, who would attend the national convention. 


One needs only to look through the list of officers 
and committees, of which there are over thirty, ap- 
pearing in the annual report of the American Hos- 
pital Association, to appreciate how complex the de- 
tailed work of the association has become during the 
period of rapid growth. Under the present set-up, 
little opportunity appears to exist of co-ordinating 
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the work of these groups, and there must be a tre- 
mendous overlapping of work with resulting waste- 
ful effort. We have joint committees, councils, sec- 
tions of the various types, (some of which are con- 
cerned with functional phases of hospital manage- 
ment, and some distinct types of institutions) and a 
conglomeration of standing committees. If we go 
further and consider that similar types of work are 
being carried on by the local associations throughout 
the country, with very little opportunity of utilizing 
the values which may be developed in one section 
for the benefit of another, the unnecessary waste 
appears to be rather appalling. 

Impressed by this complexity of organization and 
apparent lack of co-ordination between the active 
programs, your committee felt that benefit might 
accrue if these various activities could be reclassified 
into fewer groupings, with a number of sub-divi- 
sions. The committee feels it is feasible to con- 
solidate this mass of units into six major groups, 
each of which would have several sub-divisions. The 
first degree of co-ordination could be developed be- 
tween the sub-divisions with the same group. Co- 
operation between the fewer number of larger 
groups could be more easily attained. ; 

State, territorial, and provincial hospital associa- 
tions should be encouraged to develop councils along 
the same general lines, to the end that when one of 
the councils of the American Hospital Association 
formulates a given policy or develops some uniform 
procedure, that the corresponding councils of the 
state or provincial group might take such action as 
to make the recommendations of the American Hos- 
pital Association council really effective. 

As a result of its studies, the committee makes the 
following recommendations: First, provision should 
be made whereby the American Hospital Association 
would be a federation of state, provincial, and ter- 
ritorial associations; such associations would be 
autonomous, but would act as direct representatives 
of the American Hospital Association in their state, 
province, or territory, and receive all the aid and 
support which the American Hospital Association 
can bring to them. 

Second, at the discretion of the Trustees of the 
American Hospital Association the authority for the 
collection of dues might be delegated to the state, 
provincial, or territorial association. At the discre- 
tion of the state or provincial association the dues 
paid by individual members might cover local and 
national membership fees. 

Third, provision should be made for a Board of 
Governors with representatives from each state, pro- 
vincial, and territorial association, and from a se- 
lected group of national associations interested in the 
hospital field. It would be the duty of this body 
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to co-ordinate the work of the state, provincial, and 
territorial associations with the American Hospital 
Association. This Board should meet at the begin- 
ning and at the close of the annual convention to re- 
ceive and act upon the reports of officers and com- 
mittees, and to establish such policies as may seem 
to be in the best interest of the association. 

Fourth, that the Board of Trustees be enlarged 
from nine to twelve members, and selected from es- 
tablished regions, to the end that the various sections 
of two countries may have more adequate represen- 
tation. 

Fifth, that there be set up six councils, functional 
in nature, through which all work of the association 
would clear. The present “sections” and all special 
committees should become sub-committees of one 
of the six councils. 

Constitution and By-Laws 

In order to carry out the various recommendations 
of the committee relating to membership structure, 
financing, and association relationship, numerous 
changes in the Constitution and By-Laws are neces- 
sary. While the committee appreciates that it is not 
within its province to recommend changes in the 
Constitution and By-Laws, and that such matters are 
the privilege of the Committee on Constitution and 
Rules, yet the complexity of our recommendations 
are such that the background of our thinking could 
only be clearly expressed by our submitting the ma- 
terial in this form, which we do merely as an aid to 
the Committee on Constitution and Rules in their 
work, The committee, in suggesting this revision 
has attempted to keep the changes to a minimum and 
to retain as much of the present Constitution and 
3y-Laws as possible. 

The committee submits herewith as Exhibit A, a 
revised outline of the Constitution and By-Laws in- 
corporating those changes which are necessary to 
put the recommendations of the committee into effect. 

Respectfully submitted, 
Committee on Membership Structure and Asso- 
ciation Relation. 
Representing the American Hospital 
Association : 
G. Harvey Agnew, M.D.+ 
Asa S. Bacon 
R. C. Buerki, M.D.t 
Rt. Rev. Maurice F. Griffin 
Representing the Sectional Associa- 
tions : 
Graham L. Davis 
James A. Hamilton 
John N. Hatfield 
Chairman: 
John R. Mannix 
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Exhibit A 
Constitution and By-Laws” 
Proposed Revision 
American Hospital Association 
Incorporated 


Article I—Name 
The name of this Association shall be ‘The Ameri- 
can Hospital Association.” 


Article II—Obiject 

The object of this Association shall be to promote 
the welfare of the people so far as it may be done by 
the institution, care and management of hospitals 
and dispensaries with efficiency and economy ; to aid 
in procuring the co-operation of all organizations 
with aims and objects similar to those of this Asso- 
ciation; and in general, to do all things which may 
best promote hospital efficiency. 


Article I1]—Membership 

1. MEMBERSHIP IN THE ASSOCIATION 

SHALL BE OF THREE CLASSES: 
a—INSTITUTIONAL 
b—PERSONAL 
c—SUBSCRIBING 

INSTITUTIONAL AND PERSONAL 
MEMBERSHIP SHALL BE AVAILABLE TO 
ORGANIZATIONS AND PERSONS INTER- 
ESTED IN THE OBJECT OF THE ASSO- 
CIATION, HAVING A LOCATION WITHIN 
THE CONFINES OF THE CONTINENT OF 
NORTH AMERICA OR TERRITORY OF 
THE UNITED STATES, SUBJECT TO CON- 
DITIONS OUTLINED BELOW. 

SUBSCRIBING MEMBERSHIP SHALL BE 
AVAILABLE TO ANY PERSON OR OR- 
GANIZATION INTERESTED IN THE OB- 
JECT OF THE ASSOCIATION BUT NOT 
HAVING A USUAL LOCATION WITHIN 
THE CONTINENT OF NORTH AMERICA 
OR A TERRITORY OF THE UNITED 
STATES, SUBJECT TO CONDITIONS OUT- 
LINED BELOW. 

2. ACTIVE INSTITUTIONAL MEMBER- 
SHIP SHALL BE AVAILABLE TO HOSPI- 
TALS OR OTHER SIMILAR INSTITU- 
TIONS THAT HAVE DIRECT RESPONSI- 
BILITY FOR THE CARE AND TREAT- 
MENT OF PATIENTS. THIS CLASS OF 
MEMBERS IS DIVIDED INTO FOUR 
TYPES: 

TYPE I—ACUTE HOSPITALS, WHICH 
INCLUDES HOSPITALS, BOTH GEN- 
ERAL AND SPECIAL, THAT CARE PRI- 
MARILY FOR ACUTE DISEASES AND 
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CONDITIONS WHERE PATIENTS STAY 

A COMPARATIVELY SHORT TIME. 

TYPE II — CHRONIC HOSPITALS, 
WHICH INCLUDES INSTITUTIONS FOR 
EPILEPTIC, TUBERCULOUS, NER- 
VOUS, MENTAL, ORTHOPEDIC, OR 
OTHER LONG-STAY PATIENTS. 

TYPE III— RELATED INSTITUTIONS, 
WHICH INCLUDES HOMES FOR THE 
AGED, FOR MENTALLY DEFICIENT, 
FOR INCURABLES, AND FOR PRE- 
NATAL AND POSTNATAL CARE, AS 
WELL AS HOSPITAL DEPARTMENTS 
OF INSTITUTIONS ORGANIZED NOT 
PRIMARILY FOR THE CARE OF THE 
SICK. 

TYPE IV—DISPENSARIES, CLINICS, 
AND OTHER SIMILAR  ORGANIZA- 
TIONS ORGANIZED FOR THE DIAG- 
NOSIS AND TREATMENT OF THE SICK 
BUT NOT RENDERING IN-PATIENT 
BED CARE. 

3. ALLIED INSTITUTIONAL MEMBER- 
SHIP SHALL BE AVAILABLE TO DE- 
NOMINATIONAL, RACIAL, AND SPECIAL 
SERVICE HOSPITAL ASSOCIATIONS AND 
ASSOCIATIONS OF HOSPITAL PERSON- 
NEL. 

4. AFFILIATE INSTITUTIONAL MEM- 
BERSHIP SHALL BE AVAILABLE TO 
MEDICAL AND PUBLIC HEALTH ASSO- 
CIATIONS, EDUCATIONAL ASSOCIA- 
TIONS AND BOARDS, FOUNDATIONS 
ACTIVELY INTERESTED IN THE DE- 
VELOPMENT OF HOSPITALS, AND DE- 
PARTMENTS OR GOVERNMENTS RE- 
SPONSIBLE FOR THE OPERATION OF 
HOSPITALS. 

5. ASSOCIATE INSTITUTIONAL MEM- 
BERSHIP SHALL BE AVAILABLE TO OR- 
GANIZATIONS INTERESTED IN THE OB- 
JECT OF THE ASSOCIATION, BUT NOT 
ELIGIBLE TO MEMBERSHIP IN ANY OF 
THE ABOVE GROUPS. 

6. PERSONAL MEMBERSHIP SHALL BE 
DIVIDED INTO FOUR CLASSES: 

a. ACTIVE PERSONAL MEMBERS 
SHALL BE ADMINISTRATORS, ASSIST- 
ANT ADMINISTRATORS, MEMBERS OF 
THE MEDICAL STAFF, OR MEMBERS 
OF THE BOARD OF TRUSTEES OF HOS- 
PITALS OR OTHER INSTITUTIONS 
HOLDING ACTIVE INSTITUTIONAL 
MEMBERSHIP IN THE ASSOCIATION, 
PERSONS HOLDING ACTIVE PER- 
SONAL MEMBERSHIP IN THE ASSOCIA- 
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TION AS OF DECEMBER 31, 1936, AND 
ADMINISTRATORS OF GOVERNMENT 
HOSPITALS AND OTHER SIMILAR IN- 
STITUTIONS WHICH, BECAUSE OF 
LEGAL RESTRICTIONS, CANNOT BE- 
COME ACTIVE INSTITUTIONAL MEM- 
BERS. ANY PERSON ONCE AN ACTIVE 
PERSONAL MEMBER MAY CONTINUE 
SUCH MEMBERSHIP SO LONG AS HE 
CONFORMS WITH THE RULES OF THE 
ASSOCIATION. 


b. ASSOCIATE PERSONAL MEMBERS 
SHALL BE: 1. EXECUTIVES OR DE- 
PARTMENT HEADS OF ANY INSTITU- 
TION HOLDING ACTIVE _INSTITU- 
TIONAL MEMBERSHIP IN THE ASSO- 
CIATION, OTHER THAN THOSE DESIG- 
NATED AS ELIGIBLE FOR ACTIVE 
PERSONAL MEMBERSHIP; 2. _INDI- 
VIDUALS INTERESTED IN THE OB- 
JECT OF THE ASSOCIATION WHO 
HAVE NO OFFICIAL CONNECTION 
WITH ANY EXISTING HOSPITAL OR 
OTHER SIMILAR INSTITUTION WHICH 
WOULD BE ENTITLED TO ACTIVE IN- 
STITUTIONAL MEMBERSHIP; 3. PER- 
SONS HOLDING ASSOCIATE PERSONAL 
MEMBERSHIP AS OF DECEMBER 31, 
1936. 

c. LIFE MEMBERS SHALL BE ESTAB- 
LISHED PERSONAL MEMBERS, EITHER 
ACTIVE OR ASSOCIATE, WHO SHALL 
HAVE THEIR MEMBERSHIPS CON- 
TINUED FOR LIFE WITH EXEMPTION 
FROM PAYMENT OF DUES ON THE 
PAYMENT OF $50 BY ACTIVE MEM- 
BERS, AND $25 BY ASSOCIATE MEM- 
BERS. 


d. HONORARY MEMBERS SHALL BE 
ANY PERSON WHO, BY REASON OF 
PUBLIC OR PRIVATE SERVICE OR FOR 
ANY OTHER REASON, IS ENTITLED TO 
SUCH RECOGNITION; SUCH PERSON, 
WITH THE APPROVAL OF THE MEM- 
BERSHIP COMMITTEE MAY BE 
ELECTED TO HONORARY MEMBER- 
SHIP BY A MAJORITY VOTE OF THE 
BOARD OF GOVERNORS PRESENT AT 
ANY SESSION SUBSEQUENT TO THE 
SESSION AT WHICH SUCH MEMBER 
WAS PROPOSED. HONORARY MEM- 
BERS SHALL BE EXEMPT FROM PAY- 
MENT OF DUES. 

7. SUBSCRIBING MEMBERSHIP SHALL 
BE AVAILABLE TO ANY PERSON OR OR- 
GANIZATION INTERESTED IN THE OB- 
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JECT OF THE ASSOCIATION BUT NOT 
RESIDING OR HAVING A USUAL LOCA- 
TION WITHIN THE CONTINENT OF 
NORTH AMERICA OR A TERRITORY OF 
THE UNITED STATES. 


8. APPLICATIONS FOR MEMBERSHIP, 
OTHER THAN HONORARY, SHALL BE IN 
WRITING ADDRESSED TO THE EXECU- 
TIVE SECRETARY, AND IN THE CASE OF 
HOSPITALS OR OTHER ORGANIZA- 
TIONS, SIGNED BY A DULY AUTHOR- 
IZED REPRESENTATIVE. THE EXECU- 
TIVE SECRETARY SHALL REFER THE 
APPLICATION TO THE SECRETARY OF 
THE ORGANIZED SECTIONAL ASSOCIA- 
TION, WHEN SUCH ASSOCIATIONS ARE 
ORGANIZED IN THE TERRITORY 
WHERE THE APPLICANT IS LOCATED, 
AND UPON THE APPROVAL OF THE SEC- 
TIONAL ASSOCIATION, SHALL IN TURN 
REFER THE APPLICATION TO THE MEM- 
BERSHIP COMMITTEE AND THE APPLI- 
CANT SHALL BECOME A MEMBER UPON 
RECEIVING THE APPROVAL OF THE 
MAJORITY OF THE MEMBERSHIP COM- 
MITTEE AND UPON PAYMENT OF DUES 
FOR ONE YEAR AS HEREINAFTER PRO- 
VIDED. 


9. ACTIVE INSTITUTIONAL MEMBERS, 
TYPES I, II, AND II1 SHALL BE ENTITLED 
TO ONE VOTING DELEGATE TO THE AN- 
NUAL CONFERENCE OF THE ASSOCIA- 
TION FOR EACH 10,000 DAYS OF IN- 
PATIENT SERVICE, OR FRACTION 
THEREOF, NEWBORN INFANT DAYS EX- 
CLUDED. HOWEVER, NO TYPE I INSTI- 
TUTION SHALL BE ENTITLED TO MORE 
THAN SIX DELEGATES AND NO TYPE II 
OR TYPE III INSTITUTION SHALL BE 
ENTITLED TO MORE THAN TWO DELE- 
GATES. ACTIVE INSTITUTIONAL MEM- 
BERS TYPE IV SHALL BE ENTITLED TO 
ONE VOTING DELEGATE. ACTIVE PER- 
SONAL MEMBERS SHALL BE ENTITLED 
TO THE SAME RIGHTS AND PRIVILEGES 
AS DELEGATES FROM ACTIVE INSTITU- 
TIONAL MEMBERS. OTHER INSTITU- 
TIONAL, ASSOCIATE PERSONAL MEM- 
BERS, HONORARY PERSONAL MEMBERS, 
AND SUBSCRIBING MEMBERS SHALL BE 
ENTITLED TO THE SAME RIGHTS AND 
PRIVILEGES AS ACTIVE PERSONAL 
MEMBERS EXCEPT THEY SHALL NOT 
HAVE THE RIGHT TO VOTE. HOWEVER, 
ASSOCIATE PERSONAL MEMBERS OR 
HONORARY PERSONAL MEMBERS MAY 











BE VOTING REPRESENTATIVES OF AN 
ACTIVE INSTITUTIONAL MEMBER OF 
THE ASSOCIATION IF THEY ARE OFFI- 
CIALLY CONNECTED WITH SUCH INSTI- 
TUTION. 

10. ANY MEMBER OF THE ASSOCIA- 
TION MAY BE EXPELLED FOR CON- 
DUCT WHICH, IN THE OPINION OF THE 
BOARD OF TRUSTEES, IS DEROGATORY 
TO THE DIGNITY OF THE ASSOCIATION 
OR INCONSISTENT WITH ITS PURPOSES. 
SUCH EXPULSION MUST BE BY A MA- 
JORITY VOTE OF THE WHOLE BOARD 
OF TRUSTEES AT ANY MEETING, AT 
WHICH MEETING THE INSTITUTION, 
ASSOCIATION, OR PERSONAL MEMBER 
AGAINST WHOM CHARGES ARE MADE 
SHALL BE INVITED TO BE PRESENT, 
EITHER IN PERSON OR BY REPRESEN- 
TATIVE, IN A MANNER TO BE DETER- 
MINED BY THE BOARD OF TRUSTEES. 


11. Donors and Benefactors. Contributors to 
the permanent fund or endowment of the American 
Hospital Association of sums not less than $100 
shall be known as “Donors” and such contributors 
of $500 or more shall be known as “Benefactors.” 
Donors and Benefactors, while not entitled to vote 


as such, shall be welcome at all meetings of the Asso- 
ciation and their names shall be perpetually recorded 
and published in the annual proceedings, of which 
they shall receivea copy. If eligible to membership, 
they may become life members upon application to 


the Membership Committee. 


Article I[V—Constituent Organizations 

CONSTITUENT ORGANIZATIONS ARE 
THOSE STATE, TERRITORIAL, AND PRO- 
VINCIAL HOSPITAL ASSOCIATIONS LO- 
CATED WITHIN THE CONFINES OF 
NORTH AMERICA OR IN ANY TERRI- 
TORY OF THE UNITED STATES WHICH 
ARE, OR WHICH MAY HEREAFTER BE 
FEDERATED TO COMPOSE THE AMERI- 
CAN HOSPITAL ASSOCIATION. 

ANY ORGANIZED STATE, PROVINCIAL, 
OR TERRITORIAL HOSPITAL ASSOCIA- 
TION LOCATED WITHIN THE CONFINES 
OF NORTH AMERICA OR WITHIN ANY 
TERRITORY OF THE UNITED STATES 
MAY BE ADMITTED AS A CONSTITUENT 
ORGANIZATION OF THE AMERICAN 
HOSPITAL ASSOCIATION BY A TWO- 
THIRDS VOTE OF THE BOARD OF GOV- 
ERNORS. 

CONSTITUENT ORGANIZATIONS MAY 
GROUP THEMSELVES TOGETHER INTO 
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REGIONAL ASSOCIATIONS FOR THE 
PURPOSE OF CONDUCTING REGIONAL 
CONVENTIONS, OR OTHER COMMON 
ACTIVITIES, BUT SUCH REGIONAL OR- 
GANIZATIONS SHALL NOT BE CON- 
SIDERED CONSTITUENT ORGANIZA- 
TIONS OF THE AMERICAN HOSPITAL 
ASSOCIATION. 


Article V—Board of Governors 


THE GENERAL MANAGEMENT OF THE 
CORPORATION SHALL BE VESTED IN A 
BOARD OF GOVERNORS. THIS BOARD 
SHALL TRANSACT ALL BUSINESS OF 
THE ASSOCIATION NOT OTHERWISE 
SPECIFICALLY PROVIDED FOR IN THE 
BY-LAWS AND SHALL ELECT EIGHT 
MEMBERS TO THE BOARD OF TRUS- 
TEES. 


Article VI—Officers 


1. The officers of the Association shall be a Presi- 
dent, President-elect, PAST-PRESIDENT, three 
Vice-Presidents, an Executive Secretary, a Treas- 
urer, and a Board of Trustees as herein provided. 

The Executive Secretary shall serve as Secretary 
of the Board of Trustees. 

2. The above officers, other than Executive Secre- 
tary shall be eiected by the Board of Governors at 
its annual meeting. The Executive Secretary shall 
be appointed by the Board of Trustees, They shall 
assume their duties at the close of the convention and 
shall serve until the close of the convention next suc- 
ceeding, or until their successors are regularly elected 
and installed, provided, however, that the President- 
elect shall assume the office of President at the next 
convention succeeding the convention of his election 
and that no President shall be elected as such. 


Article VII—Board of Trustees 


1. THE BOARD OF TRUSTEES SHALL 
CONSIST OF EIGHT MEMBERS ELECTED 
BY THE BOARD OF GOVERNORS, TO- 
GETHER WITH THE PRESIDENT, THE 
PRESIDENT-ELECT, THE PAST - PRESI- 
DENT AND THE TREASURER AS EX 
OFFICIO MEMBERS OF THE BOARD OF 
TRUSTEES. 


2. THE CHAIRMAN OF THE BOARD OF 
TRUSTEES SHALL BE ELECTED BY THE 
TRUSTEES FROM ITS MEMBERS FOR A 
TERM OF ONE YEAR AND SHALL PRE- 
SIDE AT ALL MEETINGS OF THE TRUS- 
TEES. IN THE EVENT OF HIS DEATH 
OR RESIGNATION, THE OFFICE SHALL 
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BE FILLED BY ELECTION AT THE NEXT 


MEETING OF THE TRUSTEES. 
3. THE BOARD OF TRUSTEES SHALL 


HAVE CHARGE OF THE PROPERTY AND 
FINANCIAL AFFAIRS OF THE ASSOCIA- 
TION, AND SHALL APPOINT AND FIX 
SALARIES OF SUCH OFFICERS AND 
AGENTS AS MAY SEEM NECESSARY AND 
EXPEDIENT TO CARRY ON THE WORK 
OF THE ASSOCIATION. 


Article VIII—Councils and Committees 


IN ORDER TO FACILITATE THE WORK 
OF THE ASSOCIATION, AT LEAST SIX 
COUNCILS SHALL BE APPOINTED. 
THESE COUNCILS SHALL BE FUNC- 
TIONAL IN THEIR NATURE. THREE OF 
THEM SHALL BE DEVOTED TO RECOG- 
NIZED BRANCHES OF HOSPITAL WORK; 
A FOURTH SHALL BE DEVOTED TO PUB- 
LIC EDUCATION AND RELATIONS; A 
FIFTH SHALL BE DEVOTED TO GOV- 
ERNMENT RELATIONS AND LEGISLA- 
TION; AND A SIXTH SHALL BE DE- 
VOTED TO ASSOCIATION WORK. PRO- 
CEEDINGS OF THE COUNCILS AP- 
PROVED BY THE BOARD OF GOVER- 
NORS MAY BECOME A PART OF THE 
PROCEEDINGS OF THE ASSOCIATION. 


Article IX—Annual Dues 


In order to provide funds for the maintenance of 
the Association, institutional, personal, and subscrib- 
ing members shall pay annual dues as may be de- 
termined by the By-Laws. 


Article X—Vacancies 


Any vacancies occurring between the regular an- 
nual meetings in the office of the President, Presi- 
dent-elect, the various Vice-Presidents, Treasurer, or 
the Board of Trustees, shall be filled temporarily by 
vote of the Board of Trustees; any other vacancies 
shall be filled temporarily by appointment of the 
President ; and the appointees shall hold office until 
their successors are elected by the Association. 


Article XI_Amendments 


THE CONSTITUTION AND BY-LAWS 
MAY BE AMENDED BY A MAJORITY 
VOTE OF THOSE PRESENT AT ANY REG- 
ULAR OR SPECIAL MEETING OF THE 
BOARD OF GOVERNORS OR AT A MEET- 
ING OF THE BOARD OF GOVERNORS 
CALLED FOR THE PURPOSE, ON RE- 
QUEST MADE IN WRITING BY ONE HUN- 
DRED MEMBERS OF THE ASSOCIATION, 
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PROVIDED THAT SUCH PROPOSED 
AMENDMENTS ARE INCLUDED IN THE 
CALL OF THE MEETING AT WHICH 
SUCH ACTION IS CONTEMPLATED. 


BY-LAWS 
Article I—Meetings 
1. Annual Convention. There shall be an annual 
meeting or convention of the Association held at a 
time and place fixed by the Board of Trustees. 


2. A quorum of the Association shall consist of 
not fewer than ONE HUNDRED (100) voting 
delegates or active members. 


3. THE BOARD OF GOVERNORS SHALL 
MEET ANNUALLY ON THE MONDAY OF 
THE WEEK OF, AND AT THE SAME 
PLACE AS, THE ANNUAL CONVENTION 
OF THE ASSOCIATION, FOR THE TRANS- 
ACTION OF BUSINESS, WHICH BUSINESS 
SHALL INCLUDE THE ELECTION OF 
MEMBERS OF THE BOARD OF TRUSTEES 
AND OTHER BUSINESS WHICH MAY BE 
BROUGHT BEFORE IT. SUCH MEETING 
SHALL BE CALLED BY THE EXECUTIVE 
SECRETARY AT THE DIRECTION OF THE 
BOARD OF TRUSTEES. THE BOARD OF 
GOVERNORS SHALL ALSO MEET AN- 
NUALLY ON THE FRIDAY OF THE WEEK 
OF, AND AT THE SAME PLACE AS, THE 
ANNUAL CONVENTION OF THE ASSO- 
CIATION FOR THE PURPOSE OF 
TRANSACTING SUCH BUSINESS AS MAY 
BE NECESSARY AT THE CLOSE OF THE 
SESSION. SPECIAL MEETINGS OF THE 
BOARD OF GOVERNORS MAY BE 
CALLED BY THE EXECUTIVE SECRE- 
TARY AT ANY OTHER TIME AT THE RE- 
QUEST OF THE BOARD OF TRUSTEES, 
OR ON WRITTEN REQUEST OF TWENTY- 
FIVE OR MORE GOVERNORS REPRE- 
SENTING ONE-THIRD OR MORE OF THE 
CONSTITUENT STATE, TERRITORIAL, 
AND PROVINCIAL HOSPITAL ASSOCIA- 
TIONS. WHEN A SPECIAL MEETING IS 
THUS CALLED THE EXECUTIVE SECRE- 
TARY SHALL MAIL A NOTICE TO THE 
LAST KNOWN ADDRESS OF EACH MEM- 
BER OF THE LAST BOARD OF GOVER- 
NORS AT LEAST TWENTY DAYS BEFORE 
SUCH SPECIAL MEETING IS TO BE HELD, 
IN WHICH NOTICE SHALL BE SPECIFIED 
THE TIME AND PLACE OF THE MEETING 
AND THE ITEMS OF BUSINESS TO BE 
CONSIDERED. NO OTHER BUSINESS 


SHALL BE TRANSACTED AT THE SPE- 








CIAL MEETING THAN THAT SPECIFIED 
IN THE CALL. 


4. FIFTY OF THE VOTING MEMBERS 
OF THE BOARD OF GOVERNORS SHALL 
CONSTITUTE A QUORUM FOR THE 
TRANSACTION OF BUSINESS. 

5. REGULAR MEETINGS OF THE 
BOARD OF TRUSTEES SHALL OCCUR AT 
THE CALL OF ITS CHAIRMAN. SPECIAL 
MEETINGS SHALL BE CONVENED AT 
ANY TIME, OR ON REQUEST MADE TO 
THE CHAIRMAN IN WRITING AND 
SIGNED BY THE PRESIDENT OR BY 
THIRTY MEMBERS OF THE BOARD OF 
GOVERNORS, OR BY SEVEN MEMBERS 
OF THE BOARD OF TRUSTEES. 

6. EIGHT MEMBERS OF THE BOARD 
OF TRUSTEES SHALL CONSTITUTE A 
QUORUM FOR THE TRANSACTION OF 
BUSINESS. 


Article II—Elections 


1. All officers shall be elected by ballot OF 
THE BOARD OF GOVERNORS excepting 


where it is otherwise ordered. 


2. A majority of the votes cast shall consti- 
tute an election. 


3. THE BOARD OF GOVERNORS AND 
ALTERNATES SHALL INCLUDE REPRE- 
SENTATIVES FROM THE FOLLOWING 
ORGANIZATIONS: 


a) GOVERNORS ELECTED BY CON- 
STITUENT, STATE, TERRITORIAL, AND 
PROVINCIAL HOSPITAL ASSOCIA- 
TIONS. 


b) GOVERNORS APPOINTED BY AL- 
LIED INSTITUTIONAL, AND AFFILI- 
ATE INSTITUTIONAL MEMBERS, ALL 
OF WHICH MUST BE NATIONAL IN 
CHARACTER, AND THE HOSPITAL DE- 
PARTMENTS OF THE UNITED STATES 
ARMY, NAVY, PUBLIC HEALTH SERV- 
ICE, VETERANS ADMINISTRATION, 
AND THE CANADIAN ARMY, AND DE- 
PARTMENT OF PENSIONS AND NA- 
TIONAL HEALTH. 


c) THE EX-PRESIDENTS OF THE AS- 
SOCIATION, AND MEMBERS OF THE 
SEVERAL COUNCILS SHALL BE EX 
OFFICIO MEMBERS OF THE BOARD 
OF GOVERNORS WITHOUT THE RIGHT 
TO VOTE PROVIDED THAT MEMBERS 
OF THE COUNCIL WHO ARE ALSO 
ELECTED GOVERNORS MAY EXERCISE 
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ALL THE RIGHTS OF ELECTED GOV- 
ERNORS. 


4. THE TOTAL VOTING MEMBERSHIP 
OF THE BOARD OF GOVERNORS SHALL 
NOT EXCEED 150. CONSTITUENT, STATE, 
TERRITORIAL, AND PROVINCIAL ASSO- 
CIATIONS SHALL BE ENTITLED TO NOT 
MORE THAN 125 GOVERNORS. ALLIED 
INSTITUTIONAL AND AFFILIATE INSTI- 
TUTIONAL MEMBERS, AND HOSPITAL 
DEPARTMENTS OF THE UNITED STATES 
AND CANADIAN GOVERNMENTS AS 
ENUMERATED ABOVE, SHALL BE EN- 
TITLED TO NOT MORE THAN 25 GOV- 
ERNORS. 


5. A MEMBER OF THE BOARD OF GOV- 
ERNORS OR AN ALTERNATE REPRE- 
SENTING A STATE, TERRITORIAL, OR 
PROVINCIAL HOSPITAL ASSOCIATION 
MUST HAVE BEEN ELIGIBLE FOR AC- 
TIVE PERSONAL MEMBERSHIP IN THE 
AMERICAN HOSPITAL ASSOCIATION 
FOR AT LEAST TWO YEARS NEXT PRE- 
CEDING THE MEETING OF THE BOARD 
OF GOVERNORS AT WHICH HE IS TO 
SERVE. 


6. ALL GOVERNORS AND ALTER- 
NATES FROM CONSTITUENT AND 
OTHER ASSOCIATIONS SHALL BE 
ELECTED OR APPOINTED FOR TWO 
YEARS. CONSTITUENT ASSOCIATIONS 
ENTITLED TO MORE THAN ONE REPRE- 
SENTATIVE SHALL ELECT THEM SO 
THAT ONE-HALF, AS NEARLY AS MAY 
BE, SHALL BE ELECTED EACH YEAR. 


7. AT ITS FIRST MEETING IN 1937 THE 
BOARD OF TRUSTEES, AND EVERY 
THIRD YEAR THEREAFTER, THE BOARD 
OF GOVERNORS SHALL APPOINT A 
COMMITTEE OF FIVE ON APPORTION- 
MENT, OF WHICH THE PRESIDENT OF 
THE ASSOCIATION SHALL BE A MEM- 
BER. THE COMMITTEE SHALL DETER- 
MINE WHICH ALLIED INSTITUTIONAL 
AND AFFILIATE INSTITUTIONAL MEM- 
BERS, AND WHICH HOSPITAL DEPART- 
MENTS OF THE UNITED STATES AND 
CANADIAN GOVERNMENTS AS ENUMER- 
ATED ABOVE, ARE TO BE ENTITLED TO 
GOVERNORS. THE TOTAL NUMBER OF 
SUCH ORGANIZATIONS ENTITLED TO 
GOVERNORS SHALL, HOWEVER, NOT 
EXCEED 25. THE COMMITTEE SHALL 
APPORTION THE REMAINING GOVERN- 
ORS, NOT TO EXCEED 125, AMONG THE 
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STATE, TERRITORIAL, AND PROVIN- 


-CIAL ASSOCIATIONS IN PROPORTION 


TO THE VOTING DELEGATES AS RE- 
CORDED IN THE OFFICE OF THE EX- 
ECUTIVE SECRETARY OF THE AMERI- 
CAN HOSPITAL ASSOCIATION ON JAN- 
UARY 1ST OF THE YEAR IN WHICH 
THE APPORTIONMENT IS MADE. EACH 
CONSTITUENT ORGANIZATION SHALL, 
HOWEVER, HAVE AT LEAST ONE GOV- 
ERNOR. THIS APPORTIONMENT SHALL 
TAKE EFFECT AT THE NEXT SUCCEED- 
ING ANNUAL CONVENTION AND SHALL 
PREVAIL UNTIL THE NEXT TRIENNIAL 
APPORTIONMENT WHETHER THE MEM- 
BERSHIP OF THE STATE, TERRITORIAL, 
OR PROVINCIAL ASSOCIATION SHALL 
INCREASE OR DECREASE. “VOTING 
DELEGATES” IS DEFINED AS THE TO- 
TAL NUMBER OF VOTING REPRESENTA- 
TIVES FROM INSTITUTIONAL MEMBERS 
PLUS ACTIVE PERSONAL MEMBERS AS 
HEREIN DEFINED. 


8. EACH GOVERNOR REPRESENTING 
A CONSTITUENT OR OTHER ASSOCIA- 
TION SHALL DEPOSIT WITH THE COM- 
MITTEE OF CREDENTIALS A CERTIFI- 
CATE SIGNED BY THE SECRETARY OF 
THE ASSOCIATION HE REPRESENTS, 
STATING THAT HE HAS BEEN REGU- 
LARLY ELECTED A DELEGATE BY THAT 
ASSOCIATION. EACH GOVERNOR FROM 
THE GOVERNMENT SERVICES SHALL 
PRESENT .CREDENTIALS STATING HE 
HAS BEEN DULY APPOINTED BY THE 
HEAD OF THE DEPARTMENT WHICH 
HE REPRESENTS. 


9. A GOVERNOR WHOSE CREDEN- 
TIALS HAVE BEEN ACCEPTED BY THE 
COMMITTEE ON CREDENTIALS AND 
WHOSE NAME HAS BEEN PLACED ON 
THE ROLL SHALL REMAIN A DELEGATE 
OF THE BODY WHICH HE REPRESENTS 
UNTIL FINAL ADJOURNMENT OF THE 
MEETING AND HIS PLACE SHALL NOT 
BE TAKEN BY ANY OTHER GOVERNOR 
OR ALTERNATE. 


10. THE BOARD OF GOVERNORS AT 
ITS FIRST MEETING SHALL ELECT 
EIGHT INDIVIDUALS WHO SHALL BE 
MEMBERS OF THE BOARD OF TRUS- 
TEES; THIS GROUP SHALL BE DIVIDED 
INTO TWO CLASSES OF FOUR TRUS- 
TEES EACH, WHOSE TERM OF OFFICE 
SHALL EXPIRE IN ONE, AND TWO 
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YEARS RESPECTIVELY. AS THE TERM 


OF SERVICE IN EACH CLASS EXPIRES. 


THEIR SUCCESSORS SHALL BE 
ELECTED, EACH FOR A TERM OF TWO 
YEARS, BY THE BOARD OF GOVERNORS. 
IN THE EVENT OF DEATH OR RESIGNA- 
TION OF ANY MEMBER OF THE BOARD 
OF TRUSTEES, HIS SUCCESSOR SHALL 
BE ELECTED AT THE NEXT REGULAR 
OR SPECIAL MEETING OF THE BOARD 
OF GOVERNORS, BUT THE BOARD OF 
TRUSTEES MAY APPOINT A MEMBER OF 
THE BOARD OF GOVERNORS TO SERVE 
AS TRUSTEE UNTIL THIS ELECTION 
TAKES PLACE. 


11. IN 1937 AND EVERY THIRD YEAR 
THEREAFTER, THE COMMITTEE ON AP- 
PORTIONMENT SHALL DIVIDE THE 
STATES, TERRITORIES, AND PROVINCES 
OF THE UNITED STATES AND CANADA 
IN EIGHT REGIONS IN PROPORTION TO 
THE VOTING DELEGATES AS RECORDED 
IN THE OFFICE OF THE EXECUTIVE 
SECRETARY OF THE AMERICAN HOSPI- 
TAL ASSOCIATION ON JANUARY 1ST 
OF THE YEAR IN WHICH THE APPOR- 
TIONMENT IS MADE. EACH REGION ES- 
TABLISHED BY THE COMMITTEE SHALL 
BE ENTITLED TO ONE TRUSTEE. 


Article II]—Duties of Officers and Official Bodies 


1. THE BOARD OF GOVERNORS SHALL 
BE THE GOVERNING BODY OF THIS AS- 
SOCIATION. 


2. THE DUTIES OF THE BOARD OF 
TRUSTEES SHALL BE THOSE ORDI- 
NARILY PERFORMED BY AN EXECU- 
TIVE BOARD, SUBJECT TO INSTRUC- 
TION FROM THE BOARD OF GOVERN- 
ORS; THEY SHALL REGULATE AND 
CONSERVE THE PROPERTY INTERESTS 
OF THE ASSOCIATION AND TRANSACT 
ALL BUSINESS NOT OTHERWISE PRO- 
VIDED FOR. 


3. THE PRESIDENT SHALL PRESIDE 
AT THE ANNUAL CONVENTION OF THE 
ASSOCIATION AND AT ALL REGULAR 
AND SPECIAL MEETINGS OF THE 
BOARD OF GOVERNORS. HE SHALL AS- 
SUME THE OFFICE OF PRESIDENT AT 
THE CLOSE OF THE ANNUAL CONVEN- 
TION FOLLOWING THAT AT WHICH HE 
WAS NAMED PRESIDENT-ELECT. 


4. THE VICE-PRESIDENTS SHALL, IN 











THE ORDER OF THEIR RANK, IN THE 
ABSENCE OF THE PRESIDENT PERFORM 
HIS DUTIES. 


5. THE EXECUTIVE SECRETARY 
SHALL BE THE CHIEF EXECUTIVE 
OFFICER OF THE ASSOCIATION. UN- 
DER THE DIRECTION OF THE BOARD 
OF TRUSTEES HE SHALL HAVE SUPER- 
VISION OF ALL ACTIVITIES AND OF 
THE BUSINESS AFFAIRS OF THE ASSO- 
CIATION. HE SHALL BE SECRETARY 
OF THE BOARD OF GOVERNORS AN 
BOARD OF TRUSTEES. 


6. The Treasurer shall receive all dues and 
other moneys of the Association and shall deposit 
and account for same, under the direction and 
control of the Board of Trustees. He shall give 
to said Board such bond as it shall determine for 
the faithful performance of his trust. Such bond 
shall be in the custody of the President. All dis- 
bursements and expenditures shall be made under 
the direction of the Board of Trustees and subject 
to its rules and requirements. The Treasurer 
shall keep proper books of account and shall pre- 
sent a report of the finances of the Association at 
the annual meeting. 


Article IV—-Committees 


1. THERE SHALL BE THE FOLLOWING 
COMMITTEES: 


COMMITTEE ON NOMINATION 


COMMITTEE ON CONSTITUTION 
AND RULES 


COMMITTEE ON RESOLUTIONS 
COMMITTEE ON PROGRAM 
COMMITTEE ON APPORTIONMENT 
COMMITTEE ON CREDENTIALS. 


2. THE COMMITTEE ON NOMINATION 
SHALL CONSIST OF FIVE MEMBERS 
WHO SHALL HOLD OFFICE FOR FIVE 
YEARS, AND EACH PRESIDENT SHALL 
IMMEDIATELY AFTER HE IS INDUCTED 
INTO OFFICE, APPOINT ONE MEMBER 
OF SAID COMMITTEE. THE SENIOR 
MEMBER OF THE NOMINATING COM- 
MITTEE SHALL BE CHAIRMAN OF THE 
COMMITTEE. ANY MEMBER OF THE 
COMMITTEE ON NOMINATION MAY BE 
REMOVED BY THE UNANIMOUS VOTE 
OF THE TRUSTEES PRESENT AT ANY 
MEETING—OR BY A MAJORITY VOTE OF 
MEMBERS PRESENT AT ANY MEETING 
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OF THE BOARD OF GOVERNORS, PRO- 
VIDED NOTICE OF SAID PROPOSED AC- 
TION SHALL BE GIVEN PRIOR TO THE 
MEETING. 


THE COMMITTEE ON NOMINATION 
SHALL NOMINATE TO THE BOARD OF 
GOVERNORS THE NAMES OF THE 
CANDIDATES FOR PRESIDENT-ELECT, 
THREE VICE-PRESIDENTS, TREASURER, 
AND FOUR TRUSTEES. THE ACTION OF 
THIS COMMITTEE IS AT ALL TIMES 
SUBJECT TO THE APPROVAL OF THE 
BOARD OF GOVERNORS. 


3. THE COMMITTEE ON CONSTITU- 
TION AND RULES SHALL CONSIST OF 
THREE MEMBERS WHO SHALL HOLD 
OFFICE FOR THREE YEARS, AND EACH 
PRESIDENT SHALL IMMEDIATELY AF- 
TER HIS INDUCTION INTO OFFICE, AP- 
POINT ONE MEMBER OF SAID COMMIT- 
TEE PROVIDED THAT FOLLOWING THE 
ANNUAL MEETING OF 1936 THE PRESI- 
DENT SHALL APPOINT THREE MEM- 
BERS; ONE OF WHOM SHALL HOLD 
OFFICE FOR ONE YEAR; ONE FOR TWO 
YEARS; AND ONE FOR THREE YEARS. 
THEREAFTER THE SUCCEEDING PRESI- 
DENTS SHALL EACH APPOINT ONE OF 
THE SAID COMMITTEE TO HOLD OF- 
FICE FOR THREE YEARS. 


THE COMMITTEE ON CONSTITUTION 
AND RULES SHALL CONSIDER AND RE- 
PORT ON ALL PROPOSED AMENDMENTS 
TO THE CONSTITUTION AND BY-LAWS 
AND ALL RULES OF ORDER. 


4. THE COMMITTEE ON RESOLUTIONS 
SHALL CONSIST OF THREE MEMBERS 
WHO SHALL HOLD OFFICE FOR THREE 
YEARS, AND EACH PRESIDENT IMME- 
DIATELY AFTER HIS INDUCTION INTO 
OFFICE, SHALL APPOINT ONE MEMBER 
OF SAID COMMITTEE PROVIDED THAT 
FOLLOWING THE ANNUAL MEETING OF 
1936 THE PRESIDENT SHALL APPOINT 
THREE MEMBERS; ONE OF WHOM 
SHALL HOLD OFFICE FOR ONE YEAR; 
ONE FOR TWO YEARS; AND ONE FOR 
THREE YEARS. THEREAFTER THE SUC- 
CEEDING PRESIDENTS SHALL EACH AP- 
POINT ONE MEMBER OF SAID COMMIT- 
TEE TO HOLD OFFICE FOR THREE 
YEARS. 


THE COMMITTEE ON RESOLUTIONS 
SHALL RECEIVE AND CONSIDER ALL 


RESOLUTIONS PRESENTED BY MEM- 
BERS OF THE ASSOCIATION AT ITS 
REGULAR MEETINGS AND PRESENT 
THEM WITH THEIR APPROVAL OR DIS- 
APPROVAL FOR ACTION, TO THE 
BOARD OF GOVERNORS. 


5. THE PROGRAM COMMITTEE SHALL 
CONSIST OF THE CHAIRMAN OF EACH 
COUNCIL AND THE PRESIDENT. THIS 
COMMITTEE WILL ARRANGE THE PRO- 
GRAM FOR THE ANNUAL CONVENTION. 


6. THE COMMITTEE ON CREDENTIALS 
SHALL CONSIST OF THREE MEMBERS 
WHO SHALL HOLD OFFICE FOR THREE 
YEARS, AND THE PRESIDENT IMMEDI- 
ATELY AFTER HIS INDUCTION INTO 
OFFICE SHALL APPOINT ONE MEMBER 
OF SAID COMMITTEE PROVIDED THAT 
AFTER THE ANNUAL MEETING OF 1936 
THE PRESIDENT SHALL APPOINT 
THREE MEMBERS; ONE OF WHOM 
SHALL HOLD OFFICE FOR ONE YEAR; 
ONE FOR TWO YEARS; AND ONE FOR 
THREE YEARS. THEREAFTER THE SUC- 
CEEDING PRESIDENTS SHALL EACH AP- 
POINT ONE MEMBER OF SAID COMMIT- 
TEE TO HOLD OFFICE FOR THREE 
YEARS. 


THE COMMITTEE ON CREDENTIALS 
SHALL BE PRESENT AT ALL REGULAR 
AND SPECIAL MEETINGS OF THE 
BOARD OF GOVERNORS TO RECEIVE 
AND APPROVE CREDENTIALS OF THE 
VARIOUS GOVERNORS. 


7. A COMMITTEE ON APPORTION- 
MENT SHALL BE APPOINTED BY THE 
BOARD OF TRUSTEES AT ITS FIRST 
MEETING IN 1937; THIS SHALL BE A 
COMMITTEE OF FIVE. AT THE ANNUAL 
CONFERENCE OF 1939 AND EACH THREE 
YEARS THEREAFTER THE BOARD OF 
GOVERNORS SHALL APPOINT A COM- 
MITTEE ON APPORTIONMENT. THIS 
COMMITTEE SHALL APPORTION GOV- 
ERNORS IN ACCORDANCE WITH ARTI- 
CLE II, SECTION 7 OF THESE BY-LAWS. 
THE COMMITTEE SHALL ALSO ESTAB- 
LISH REGIONS FROM WHICH THE TRUS- 
TEES OF THE ASSOCIATION SHALL BE 
ELECTED IN ACCORDANCE WITH ARTI- 
CLE II, SECTION 11 OF THESE BY-LAWS. 


8. ALL OTHER COMMITTEES SHALL 
BE COMMITTEES OF ONE OF THE COUN- 
CILS HEREINAFTER PROVIDED FOR. 








9. THE PRESIDENT, TREASURER, AND 
EXECUTIVE SECRETARY SHALL BE EX 
OFFICIO MEMBERS OF ALL COMMIT- 
TEES. 


Article V—Dues 


1. DUES OF ACTIVE INSTITUTIONAL 
MEMBERS, TYPES I, II, AND III, SHALL 
BE ON THE BASIS OF ONE MILL ($0.001) 
FOR EACH DAY OF IN-PATIENT SERV- 
ICE, NEWBORN INFANT DAYS EX- 
CLUDED, DURING THE PRECEDING CAL- 
ENDAR YEAR, WITH A MINIMUM FOR 
ANY ONE INSTITUTION OF $10. THE 
MAXIMUM ANNUAL DUES OF ACTIVE 
INSTITUTIONAL MEMBERS, TYPE I, 
SHALL BE $100 AND ACTIVE INSTITU- 
TIONAL MEMBERS, TYPES II AND III, 
SHALL BE $20 PER ANNUM. 


2. DUES OF ACTIVE INSTITUTIONAL 
MEMBERS TYPE IV SHALL BE $10 PER 
ANNUM. 


3. DUES OF ALLIED, AFFILIATE, AS- 
SOCIATE, AND SUBSCRIBING MEMBERS 
SHALL BE $25 PER ANNUM. 


4. DUES OF ACTIVE PERSONAL MEM- 
BERS SHALL BE $5 PER ANNUM. 


5. DUES OF ASSOCIATE PERSONAL 
MEMBERS SHALL BE $3 PER ANNUM. 


6. AT THE DISCRETION OF THE 
BOARD OF TRUSTEES THE AUTHORITY 
FOR THE COLLECTION OF DUES MAY BE 
DELEGATED TO THE STATE, PROVIN- 
CIAL, OR TERRITORIAL ASSOCIATION. 
AT THE DISCRETION OF THE STATE, 
PROVINCIAL, AND TERRITORIAL ASSO- 
CIATION THE DUES PAID BY INDIVID- 
UAL MEMBERS MAY COVER STATE AND 
NATIONAL ASSOCIATION MEMBERSHIP 
FEES. 


7. If said dues are not paid on or before the 
closing of the annual convention for the current 
year, the Executive Secretary shall notify the 
members in arrears, enclosing a copy of this sec- 
tion; and if said dues are not paid on or before 
the succeeding first day of January, the delin- 
quent member shall be suspended and thereafter 
shall not be entitled to receive notices, or copies 
of Transactions, or to participate in the meetings 
until all arrears are paid in full. 


8. At any time within three years after the 
date when dues are first required to be paid, a 
member who has been suspended shall be rein- 








stated upon the payment of the amount of dues 
at the time of suspension. Otherwise member- 
ship in the Association shall be terminated. 


Article VI—Publication of Proceedings 






1. The Executive Secretary shall furnish the 
minutes and proceedings of the regular meetings 
for publications as soon thereafter as practicable. 


2. The Executive Secretary shall furnish to 
each member, except as provided in Article V, 
Section 7, a copy of this publication. 


3. The Treasurer shall upon the certification 
of the Executive Secretary pay all bills for print- 
ing and publication of the proceedings of the 
regular conventions. 


4. No paper shall be published in the minutes 
or in any magazine or paper as a part of the trans- 
action of this Association except with the ap- 
proval of the Trustees. All papers read at any 
session of the Association or its sections shall 
become the property of the Association, and when 
so requested, the Board of Trustees may cause 
the same to be copyrighted in the name of the 
Trustees; but unless prohibited by the Trustees, 
the authors of all papers read at sessions of the 
Association or its sections may cause the same to 
be published, and, if approved by the Trustees, 
they may be published as a part of the transac- 
tions of the Association. No paper or magazine 
shall be entitled to the exclusive publication of 
any paper read before the Association or its sec- 
tions except by vote of the Trustees. 


Article VII—Councils 


1. AS PROVIDED IN THE CONSTITU- 
TION OF THE ASSOCIATION THE WORK 
OF THE ASSOCIATION SHALL BE CAR- 
RIED ON BY COUNCILS OF SEVEN MEM- 
BERS EACH. FOLLOWING THE ANNUAL 
MEETING IN 1936 THE PRESIDENT 
SHALL APPOINT SEVEN MEMBERS TO 
EACH OF THESE COUNCILS: TWO TO 
SERVE ONE YEAR; TWO TO SERVE TWO 
YEARS; AND THREE TO SERVE THREE 
YEARS. THEREAFTER THE SUCCEED- 
IND PRESIDENTS SHALL APPOINT TWO 
MEMBERS OF SAID COUNCILS TO HOLD 
OFFICE FOR THREE YEARS EACH, EX- 
CEPT THAT IN 1939 AND EVERY THIRD 
YEAR THEREAFTER THE PRESIDENT 
SHALL APPOINT THREE MEMBERS TO 
SERVE THREE YEARS EACH. 


2. THERE SHALL BE A COUNCIL ON 
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ADMINISTRATIVE PRACTICE. THIS 
COUNCIL WILL CONSIDER ALL MAT- 
TERS OF A GENERAL ADMINISTRATIVE 
NATURE INCLUDING MATTERS RELAT- 
ING TO HOSPITAL ECONOMICS, ADMIS- 
SION AND COLLECTION PROCEDURE, 
PURCHASE AND ISSUANCE PROCEDURE, 
TRUSTEE RELATIONSHIP, AND SUCH 
OTHER MATTERS AS THE BOARD OF 
TRUSTEES MAY FROM TIME TO TIME 
DECIDE. THIS COUNCIL SHALL EN- 
DEAVOR TO CO-OPERATE WITH ALL 
ORGANIZATIONS INTERESTED IN HOS- 
PITAL ADMINISTRATIVE AND HOSPI- 
TAL ECONOMIC PROBLEMS. 


3. THERE SHALL BE A COUNCIL ON 
PROFESSIONAL PRACTICE. THIS COUN- 
CIL SHALL CONSIDER ALL MATTERS OF 
A PROFESSIONAL NATURE INCLUDING 
MEDICAL SERVICE, NURSING, DIETETIC, 
SOCIAL SERVICE, X-RAY, LABORATORY, 
PHYSICAL THERAPY, CLINICAL REC- 
ORDS, OUT-PATIENT DEPARTMENT, 
AND SUCH OTHER PROFESSIONAL MAT- 
TERS AS THE BOARD OF TRUSTEES MAY 
FROM TIME TO TIME DECIDE. THIS 
COUNCIL SHALL ENDEAVOR TO CO- 
OPERATE WITH ALL ORGANIZATIONS 
INTERESTED IN PROFESSIONAL PRAC- 
TICE WITHIN THE HOSPITAL. 


4. THERE SHALL BE A COUNCIL ON 
HOSPITAL CONSTRUCTION AND PLANT 
OPERATION. THIS COUNCIL SHALL 
CONSIDER ALL MATTERS EFFECTING 
HOSPITAL CONSTRUCTION, EQUIP- 
MENT, SUPPLIES, AND PLANT OPERA- 
TION INCLUDING MATTERS RELATING 
TO HOUSEKEEPING, LAUNDRY, HEAT, 
LIGHT AND POWER, AND MAINTE- 
NANCE AND SUCH OTHER MATTERS AS 
THE BOARD OF TRUSTEES MAY FROM 
TIME TO TIME DECIDE. THIS COUNCIL 
SHALL ENDEAVOR TO CO-OPERATE 
WITH ORGANIZATIONS INTERESTED IN 
HOSPITAL CONSTRUCTION AND PLANT 
OPERATION. 


5. THERE SHALL BE A COUNCIL ON 
PUBLIC EDUCATION. THIS COUNCIL 
SHALL CONCERN ITSELF WITH ALL 
MATTERS AFFECTING THE EDUCATION 
OF THE PUBLIC REGARDING HOSPITAL 
SERVICE AND MATTERS OF PUBLIC RE- 
LATION AND SUCH OTHER MATTERS AS 
THE BOARD OF TRUSTEES MAY FROM 
TIME TO TIME DECIDE. THIS COUNCIL 


July, 1936 


SHALL ENDEAVOR TO CO-OPERATE 
WITH ALL ORGANIZATIONS INTER- 
ESTED IN THE EDUCATION OF THE 
PUBLIC AS REGARDS PUBLIC HEALTH. 


6. THERE SHALL BE A COUNCIL ON 
GOVERNMENT RELATIONS WHICH 
SHALL CONSIDER ALL MATTERS AF- 
FECTING THE RELATION OF HOSPI- 
TALS TO GOVERNMENTS. THIS COUN- 
CIL SHALL ENDEAVOR TO CO-OPERATE 
WITH ALL BRANCHES OF THE FED- 
ERAL GOVERNMENT INTERESTED IN 
ANY PHASE OF HOSPITAL SERVICE. 


7. THERE SHALL BE A COUNCIL ON 
ASSOCIATION DEVELOPMENT WHICH 
SHALL CONSIDER ALL MATTERS AF- 
FECTING THE DEVELOPMENT OF THE 
ASSOCIATION. THIS COUNCIL SHALL 
ENDEAVOR TO CO-OPERATE WITH 
OTHER NATIONAL ASSOCIATIONS IN- 
TERESTED IN HOSPITAL SERVICE 
WHOSE ACTIVITIES ARE NOT CON- 
FINED TO SOME PARTICULAR FUNC- 
TION OF HOSPITAL SERVICE. 


Article VIII—Guests 


Delegates and members of the Association may 
have the privilege of inviting guests to the meetings, 
under such rules and regulations as the Trustees may 
from time to time provide. Guests thus introduced 
shall be permitted to participate in discussion. 


Article IX—Discipline 


1. All charges of violation and infraction of rules 
or unbecoming conduct shall be referred to a special 
investigating committee of five appointed by the 
President. 


2. Due notice of the charges shall be given to the 
alleged offender in writing by the Executive Secre- 
tary of the Association. 


3. The Association shall have the right and au- 
thority to reprimand, suspend, and expel any dele- 
gate or member guilty of any of the provisions of 
the constitution or by-laws of the Association, after 
a full and fair investigation shall have been made. 

4. A four-fifths vote shall be necessary to sustain 
the action of such committee. 


Article X—Amendments 


These by-laws may be amended as provided by 
Article XI of the constitution. 
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Reducing the Number of Dependent Sick 


In any given year, about ten per cent of the people 
of New York City require hospital care, and approxi- 
mately one-half of that number actually receive such 
care either in municipal hospitals or in the voluntary 
hospitals that are authorized to receive “city” cases. 
In the city’s own hospitals there are now 19,000 beds. 
More beds are urgently needed, and if the city does 
not discard its humanitarian tradition, hospital after 
hospital, costly to build and to maintain, will be re- 
quired to satisfy the needs of the indigent sick, 

From this alarming future, escape or at least a 
measure of relief may come in several ways. Im- 
proved social-economic conditions, if not actually 
within our grasp, are not quite inconceivable, and 
from them may come a substantial reduction in the 
number of the dependent sick. The semi-dependent 
have it within their power to pool their slender indi- 
vidual resources, and by joining hands in voluntary 
hospital insurance schemes, to provide the private 
hospital care they undoubtedly prefer, but which they 
cannot individually secure. The department’s own 
medical research program, if properly supported, may 
disclose means for the prevention of some chronic 
diseases and for greatly reducing the period of dis- 
ability and of necessary hospital care in others; and, 
finally, home medical care may supplant institutional 
care for many patients who need only the simple 
ministrations of a family doctor and a visiting nurse. 


Dr. S. S. GOLDWATER. 


Home Medical Care 


There emerges from a study of the present situa- 
tion the fact that hospital and home as places for 
caring for the sick have little to do with one another. 
It almost seems at times to be taken for granted that 
every sick person should be hurried at once to a hos- 
pital, that hospitalization has become a part of the 
American standard of living. 

Of late a number of things have called attention 
to this problem of home medical care. It has been 
asserted that certain types of patients, notably chil- 
dren, can ordinarily be cared for more satisfactorily 
at home; most chronic illnesses are better treated in 
a family home if it is reasonably well equipped; 
valuable clinical teaching can be given under proper 
guidance in connection with home medical service ; «it 
is believed that for a considerable percentage of cases 
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home care is less expensive than hospitalization and 
when home care is properly organized and supervised 
it may be equally effective. 

The attempt to provide emergency medical relief 
on a large scale throughout the country has empha- 
sized the question of home care. Perhaps it would 
have been too much to expect such an undertaking 
to be very successful. It has served, however, to 
bring out useful information about selecting doctors 
and nurses, providing compensation for them, fur- 
nishing supervision, appraising results, determining 
costs, etc. One thing especially stands out. To be 
effective the service must be unified, well coordinated 
and able to command the necessary facilities. 


What agency is in so favorable a position to assume 
responsibility for organized and supervised home 
medical care as to the modern hospital through its 
out-patient department? Is it not desirable that both 
municipal and voluntary hospitals should make ex- 
periments and offer demonstrations in this field? 
There are many possibilities which ought to be tested. 
There may be considerable savings to be made both 
in capital costs and in maintenance of hospitals. It 
is important to find out, 


Dr. GeorGcE E, VINCENT. 
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Community Life Develops Need 


for Hospitals 


Hospitals as places of medical treatment were 
built from the latter part of the middle ages on as 
the result of the development of the cities. A city 
is an infinitely more complicated and specialized 
social group than a rural district and the need was 
soon felt for places in which medical treatment 
could be given to the indigent sick. This second 
period lasted from the end of the middle ages up to 
the second half of the 19th century. Throughout 
that period the hospitals served primarily the sick 
poor. In most countries the facilities were inade- 
quate and the hospitals were much dreaded places 
to which one went to die, not to recover. Whoever 
could afford to be treated at home avoided the hos- 
pital. 

A new development inaugurating a new period 
in the history of hospitals set in as a result of the 
progress of medicine and surgery in the 19th cen- 
tury. Before the introduction of anaesthesia and 
asepsis, surgery was limited to a number of more or 
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less standardized operations. Anaesthesia opened up 
new horizons for surgery and asepsis required con- 
ditions that were not found in the private home. The 
surgical patients of all social classes went to the 
hospital. At the same time the diagnostic methods of 
medicine became infinitely more complicated and 
these also required hospital facilities. Another fac- 
tor is ‘to be found in the development of obstetrics 
which is attracting more and more women to the 
hospital for delivery. As a result of all these trends 
the hospital today is no longer the dreaded, cramped 
place where the poor retired for final agony but it 
has become an institution to which all classes of the 
population go seeking recovery. The development 
is by no means completed, the hospital has still great 
possibilities of becoming more and more an all 
arouhd medical center serving the people’s health by 
all means available. 


Dr. HENry E. SIGERIST. 





Examinations After Death 


Death is not a pleasant subject to speak of in con- 
nection with hospitals, but it is in the light of the 
hospital as a preventer of death that we wish to 
bring it to your attention. Although the hospital 
staff does everything in its power to prevent death, 
even in hopeless cases, it is unreasonable to assume 
that the hospital is superhuman—it can only do its 
best and go as far as scientific knowledge will per- 
mit. Medicine is a limitless field in which there are 
innumerable things yet to be learned. 


It is for this reason that examinations after death 
are requested. By this method the specific and con- 
tributing causes of death can be learned, and impor- 
tant medical knowledge discovered which otherwise 
would be lost. An intelligent understanding of the 
reasons for these investigations in the light of the 
benefit which future patients may derive from infor- 
mation gained, must be brought to the attention of 
every hospital visitor. 

(From.Annual Report, St. Mary’s Hospital, 
Duluth, 1935.) 


a 


No miracles are performed in hospitals, but ex- 
traordinary and almost unbelievable recoveries take 
place every day. Human lives that would be lost at 
home are saved in hospitals. Sickness and accidents 
are treated more expeditiously and more success- 
fully, and with less suffering. 


Me issa J. Coox, Melrose, Mass. 
Superintendent, Meirose Hospital. 


July, 1936 





Good Equipment Makes for Efficiency 


It is the duty of the hospital to the community to 
have available all equipment practical to aid the 
physician in making a quick and correct diagnosis, 
and later the things necessary for the patient's com- 
fort. If there is a well equipped and well organized 
hospital even in a small community this community 
stands a good chance of having good physicians on 
its staff able to care intelligently for the sick. 


The duty of this community in turn is to give its 
full support in whatever way is necessary to keep the 
hospital a going institution. A well organized nurs- 
ing staff, as well as the medical staff, can do much to 
bring about good will of the public. 


With the thought in mind that community hospitals 
are doing good and helping those that perhaps would 
be unable to receive medical care if we did not exist, 
lei’s put forth the best we have and remember that 
even if in a small way we, too, are doing a won- 
derful work. 


Mrs. J. Orince, R. N., 
Lexington, Kentucky. 





The Problems of Hospitals 


The Minister of Health strongly discourages the 
idea of an eight-hour day for nurses. His inclina- 
tions, no doubt, are based on the tradition associated 
with hospital work since its inception, that the nurse 
works as long as there is work to do. As long as 
hospital staffs were content with that arrangement 
the institutions were able to meet their expenses. 
The modern trend is to put the nursing profession 
on the basis of a specified number of hours’ work 
during the day. Apparently the hospitals cannot 
produce enough money to meet that requirement and 
the public seems to be complaining about the high 
cost of hospital service. 


The tremendous increase in the number of indi- 
gent patients in the hospitals tends to place an in- 
supportable burden on them. It is suspected that 
there is a good deal of misrepresentation on that 
score. Patients who have sufficient resources to pay 
their way, or who have relatives who ought to pro- 
vide for them, are succeeding in imposing themselves 
on the hospitals. Such people are brought to the 
hospitals suffering from serious illness. How can 
the authorities turn them away without incurring an 
implied reputation of unwarranted commercialism? 
For some indefinable reason a greater part of the 
public holds the opinion that a hospital exists to pro- 
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vide care for the sick whether the latter can pay or 
not, and that the hospital has mysterious ways of 
financing, even if the patients are unable to pay. 

It is these peculiar notions and delusions that are 
rendering it difficult to make hospitals going con- 
cerns. In the large cities where an occasional rich 
endowment gives a financial foundation the business 
is less embarrassing, but in the small cities and towns 
the stark realities of shortage of money are in some 
cases crippling work, yet competent hospitalization 
is one of the outstanding necessities of any com- 
munity. . 


Editorial: Woodstock Ont. Sentinel-Review. 


Hospitals Part of the Educational 
System of the Country 


There are many small institutions throughout the 
province, literally neighborhood hospitals. These 
remain almost exclusively shelters for the care of 
those stricken. Their run of cases assumes almost a 
routine and they are equipped, most of them well- 
Within their orbit 


they are a blessing and the community feels and is 


equipped, to deal with these. 


safer because they are there. There are larger town 
hospitals, many of them showing keen awareness 
of hospital developments and bending every effort 
to keeping their institutions up to date. 

It is to the great city institutions, however, that 
the flood of modern life brings the most varied 
cargoes of patients ill with all manner of troubles. 
That is why the great city institutions are outstand- 
ingly furthering medical knowledge, not only train- 
ing those specified departments where they provide 
clinical material for students of medical colleges 
and nursing forces, but for every last doctor, no 
matter how renowned, who walks their wards. 

Hospitals are becoming more and more aware of 
their responsibility in this regard. They have de- 
veloped while they have retained their first purpose 
of shelter. They have become centers of health 
teaching not only through their outdoor clinics but 
through their social services which, when advisable, 
follow their patients to their homes. They have 
become a part of the educational system of the coun- 
try in the education of at least two of the profes- 
sions. The growing science of bio-chemistry which 
every year discloses new wonders is turning its eyes 
toward the hospitals. The hospitals are becoming, 
if they are not already there, highly important med- 
ical laboratories. 


—KEditorial, Winnipeg Free Press. 










Hospital Co-operates with Patients in 


Payment Plan 


The depression has forced many patients to take 
public ward accommodation where previously they 
would have been paying patients. Now that the 
economic situation seems to be improving, there is 
a moral obligation on the part of hospital authorities 
to do their part in trying to revive the previous feel- 
ing of self respect which these patients had when 
they paid their own way. In one instance, a number 
of semi-private rooms have been set aside and infor- 
mation given out that for this particular accommoda- 
tion, special and favorable payment arrangements 
were possible. The payment arrangement for this 
particular section is agreed upon, in each instance, 
after a thorough consideration of the patient’s finan- 
cial position. The patient is advised that the hospital 
desires to aid him in attempting to work out a policy 
of paying his own way. He is informed as to the 
actual cost of service, but at the same time told that 
the charge made and the time of payment are to be 
adjusted to suit his situation. The results have been 
most gratifying; and many a patient who would 
ordinarily have been a non-paying public charge is 
again paying something and leaving the hospital with 
the definite understanding that if, in the future, his 
financial position so warrants, he will reimburse the 
hospital for the adjustment extended. This particu- 
lar service is separate entirely from the so-called 
semi-public service. 


R. Fraser ARMSTRONG, B. Sc., Kingston, Ont. 
Superintendent, Kingston General Hospital. 


—_—_—<———. 


Standards for Technicians 


A word about ethical standards. We know of a 
number of technicians who are working in an un- 
ethical manner, but after personal contact with some 
of them I feel it is not altogether their own fault. 
They have been given a free hand in the work, and 
have even been left in full charge of the reading of 
the films. That they have had no trouble is very for- 
tunate for them, for the responsibility should never 
have been theirs. Our responsibility is primarily in 
the making of good radiographs; in the absence of 
our chiefs, we will, of course, give the doctor in 
charge of the case all assistance in our power. Our 
Constitution provides that a technician cannot be 
registered or become a member of the society unless 
he or she is working under the supervision of a 
qualified medical practitioner who is practicing radi- 
ology as a specialty or acting as radiologist in an 
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institution. It follows, therefore, that in order that 
the technician may register, the board of directors 
of the institution must appoint someone to the posi- 
tion of radiologist. Our hope is that in the not far 
distant future, hospital standardization will require 
that all institutions employ only registered techni- 
cians. This will elevate the standard of the work and 
afford protection to the patients. The public will in 
time come to rely on the technician’s degree as a 
guarantee of training, in the same way that they re- 
gard the M.D. of the medical practitioner and the 
R.N. of the trained nurse. 


J. H. Coones, Peterborough, Canada, 
Standard Clinic. 


—_@———— 


Budgeting for Medical Care Handi- 
capped by Unpredictability 
of Illness 


It is important to inquire what proportion of the 
people of the United States are comfortably able to 
meet their doctor’s bills and what proportion are in 
more or less serious difficulties. Only a small group, 
probably about ten per cent, with a family income 
of $5,000 or more are regularly able to pay their 
doctor’s bills, without serious inconvenience. A 
large group, something like forty per cent, with 
family incomes ranging from $1,400 to $2,500 have 
sufficient income to pay their doctor’s bills on the 
average but are quite unable to do so regularly on 
account of the tremendous variation in the load. 
This load is so.uneven and so unpredictable as to be 
practically unbudgetable. It would be possible for 
this large group to meet their expenses if they could 
be handled by some method resembling insurance. 
There is next a considerable group, amounting to 
something like fifteen per cent, with family incomes 
of $1,000 or less who can meet only a part of their 
doctor’s bills even under the best of conditions. 
Finally, there is a considerable group properly classi- 
fied as indigent, amounting to something like four 
and one-half per cent of the population. For these 
the whole expense of medical care must obviously be 
provided out of the public purse. 


“Medical Aid for All” by Hugh Cabot 


a 


Hospital Trustees Should Assume Lead- 
ership to Arouse Public Interest 


As I study the hospital problem and attempt to 
evaluate the service which our voluntary hospitals 
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have given, nationwide, during the years of eco- 
nomic depression, I am amazed to find so many 
attempts to legislate curtailment of earning power, 
increase operating expense, and to discourage those 
who have given so much to the service of our com- 
munities. This, to me, seems a strange acknowledg- 
ment of the debt we owe our institutions. 

As a result, our state and national hospital asso- 
ciations, organized primarily to benefit each other 
by an interchange of ideas, have been forced to 
spend considerable of their time in defending hos- 
pitals aganist this legislative effort. 

I feel that hospital trustees and other public spir- 
ited citizens should assume their full share of this 
defense and not compel our executives, of whom we 
ask operating efficiency, to carry this additional 
load alone. 

ALDEN SHERRY, Syracuse, N. Y., 


President, Syracuse General Hospital. 





Patient Is the Hospital's Best 
Publicity Agent 


The hospital is one of our most complex institu- 
tions. It is a business organization, a philanthropic 
society, a medical institution, and an educational 
body. It involves problems related to finance, philan- 
thropy, science, and education. Its program requires 
the employment of physicians and nurses of scien- 
tific training, men and women of administrative 
ability, engineers, housekeepers, cooks, waitresses 
and orderlies, and various servants with sundry 
duties. This group, highly trained and well co-ordi- 
nated, contacts through its patients, the entire public 
of the community. They come from all classes and 
represent all the people of the territory which the 
hospital serves. 


ALLAN H. Erp, La Junta, Colorado, 
Mennonite Hospital and Sanitarium. 


niniisdttianlitada 
Care of the Sick Poor 


If the Church should maintain hospitals solely for 
those who are able to pay, she would depart from 
the example of the healing Jesus, who never refused 
to heal those who called to Him in faith to help. 
Not only so, but the Church, in so doing, would 
offend the Christian conscience of mankind. 

It is, therefore, apparent that the Church must 
seek to make the best possible provisions in her hos- 
pitals for the care of the sick poor who are unable 
to pay for hospital treatment. 

Southern Hospitals, April, 1936. 
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a HAS BEEN REPEATEDLY SHOWN that “stale 
food” alone would cause scurvy but that the addi- 
tion of fresh fruits and vegetables would relieve it. 
Nevertheless, this finding has been ignored and re- 
discovered many times. 

Severe scurvy is seldom seen today but we now 
realize that a subclinical scurvy may exist which, due 
to its vague symptoms of lassitude, irritability, rest- 
lessness, joint pains, loss of appetite, anemia, etc., 
may easily obscure a diagnosis. Clinically or per- 
sonally restricted diets, economic stress or unsatis- 
factory housekeeping arrangements are all factors 
conducive to improper diets. 

With the establishment of a chemical method of 
vitamin C assay and the availability of the vitamin 
in pure form, it is now possible to diagnose sub- 
clinical scurvy. 

Urinary excretion of less than 20 mgs, daily, no 
increase in excretion following a large intake of the 
vitamin, a blood level of less than 1 mg. per cent may 
be assumed to indicate a state of tissue depletion. 

When the tissues are in an unsaturated condition 
with regard to vitamin C, the individual shows an 
increased susceptibility to infections, gastro-intestinal 
upsets, joint involvement, etc., as well as a vague ill 
health and lack of efficiency. 

The prevention is so simple and pleasant that 
adequacy of vitamin C especially in the form of 
fruits and salads should be stressed. 


Historical 

Scurvy, the deficiency disease resulting from in- 
sufficient vitamin C in the diet has been known for 
centuries. Accounts of the disease are found in the 
records of the crusades of the 13th century. Subse- 
quent history contains many references to the 
ravages : 

A Spanish ship was found adrift at sea, all of its 
crew having died with scurvy. 

In 1498 during a voyage around the Cape of Good 
Hope 100 out of 160 sailors died. 

In 1535, in Cartier’s second voyage to Newfound- 
land, 100 out of 103 men were desperately ill with 
scurvy and 26 died. An Indian remedy—a decoc- 
tion of the pine needles of the spruce (which we 
now know to be rich in vitamin C) had a miraculous 
effect on the others and in 6 days they had recovered. 





ESTELLE E. HAWLEY, Ph.D. 


Department of Pediatrics, Untversity of Rochester School of Medicine 8 Dentistry 






Newly Acquired Knowledge of Vitamin C 






In 1593, Sir Richard Hawkins devoted an entire 
section in his records to “a: disease which seamen 
were wont to call The Scurvy.” He writes that within 
his personal experience he has seen 10,000 men die 


of the disease. He describes the symptoms as 
“a great desire to drink; a general swelling of all 
parts of the body, with a denting of the flesh of the 
legs when pressed with a man’s finger—the dent 
remaining for a good space, the teeth fall out of the 
swollen gums without pain while some complain of 
pain in the back.” That which is “most fruitful’ in 
stopping this disease, as Hawkins aptly expresses it, 
is the sour orange and lemon. 

In 1720 Kramer, an Austrian, wrote, “if one could 
have available a supply of green vegetables or 
oranges, limes or lemons, then one would be in a posi- 
tion to cure this dreadful disease without further 
help.” 

In 1734 the records of Backstrom contain a de- 
scription of a sailor who was so disabled with scurvy 
that his companions set him ashore to die. His 
condition was so severe that he could only crawl on 
the ground—for food he was forced’ to chew at a 
grass which grew there. A miracle occurred, in a 
short time he was completely cured and returned 
home. 


The First Study of Scurvy and Its Treatment 


The first actual study of scurvy was made in 
1757 by James Lind—a surgeon in the English navy. 
He took 12 patients suffering with scurvy with him 
on his ship. As Lind describes it “their cases were 
as similar as I could find them.” 

Two were given one quart of cider daily. 

Two were given 25 drops elixir vitrol three times 
a day on an empty stomach. 

Two were given 2 spoonfuls of vinegar 3 times 
daily on an empty stomach—“their gruels and other 
foods were well acidulated with vinegar and it was 
also used daily as a wash for their mouths.” 

Two others were treated with sea water—one- 
half pint each day. 

Two received “the bigness of a nutmeg three times 
a day of concoction recommended by a hospital sur- 
geon—this consisted of garlic, mustard seed, rod, 
raphan, balsam of Peru, and gum myrrh. It was 
supplemented by acidulated barley water as a drink.” 
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The remaining two received 2 oranges and 1 lemon 
daily—which Lind says, “they ate with greediness, 
at different times, upon an empty stomach.” This 
last treatment continued but six days due to ex- 
haustion of the supply of citrus fruits, yet by the end 
of that time “the sudden and visible good effects were 
perceived.”” One man was returned to duty, the 
other became the nurse of the still suffering ten. 

In his treatise Lind states that “Salads of any kind 
are beneficial but especially dandelion, sorrel, endive 
and lettuce.” 


The Allowance of Lime Juice in the British Navy 


As a result of these studies regulations were in- 
troduced into the British navy requiring a daily al- 
lowance of lemon juice—British sailing vessels were 
nicknamed “limers” and the sailors “limies.” The 
words limes and lemons were apparently used inter- 
changeably. 

The effect of this regulation was striking as re- 
corded in the report from the Haslar Naval Hospital. 

1780—1457 cases scurvy. 

1807—1 case scurvy. 

Repeatedly it was demonstrated that a diet of 
“stale food” alone would cause scurvy but that the 
addition of fresh fruits and vegetables would relieve 
it. Nevertheless this finding has been ignored and 
rediscovered many times and furnishes one of the 
most fascinating chapters in the history of nutrition. 


Symptoms of Severe Scurvy 


The symptoms of severe scurvy are definite: 
hemorrhages into all tissues 
swollen and extremely tender joints 
swollen, spongy and bleeding gums 
loosened and defective teeth 
fragile bones 
beaded ribs 
tenderness of muscles 
bone marrow lesions 
sterility 
even convulsions and delirium 


Symptoms of Sub-Clinical Scurvy 


Fortunately severe cases are rarely seen today but 
probably many cases of partial deficiency do exist— 
a subclinical scurvy which produces symptoms which 
may confuse the diagnosis. Among the symptoms 
of subclinical scurvy are: 

vague ill health 

tender joints 

retarded growth 

defective teeth 

weakened blood capillaries and anemia 
endothelial tissue lesions 

weakness, restlessness and irritability 
digestive disturbances and loss of appetite 
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Hopkins describes an experience in a large prepar- 
atory school in England, During the winter term the 
conduct of the boys grew “vaguely unsatisfactory.” 
The standard of work and play fell much below 
normal, boys became listless and irritable and various 
sorts of minor complaints were reported. Thorough 
physical and sanitary studies were made without 
suggesting a reason. A careful dietary survey how- 
ever revealed the fact that the vitamin C intake was 
distinctly inadequate. A small shop at which the 
boys had been able to buy fruits was found to have 
been closed some weeks before. This had eliminated 
the main source of the vitamin available to the boys. 
The inclusion of liberal amounts of fresh fruits and 
vegetables resulted in a disappearance of the worri- 
some difficulties. The boys were undoubtedly suf- 
fering from incipient scurvy. 


The Recognition of Incipient Scurvy 

It is this incipient scurvy and its recognition as a 
factor in various disease conditions, which is of 
primary interest to us today and the reason for the 
present review. It is of especial interest in times 
of economic depression, when due to financial stress, 
food budgets are so frequently limited. Unfortunate- 
ly fruits and salads are classed as luxuries by many 
and as such are often among the first curtailments of 
the diet—and, with that curtailment, we have a 
definite decrease in the vitamin C intake. 

While Theobald Smith in 1895 first observed 
scurvy in guinea pigs, modern experimental knowl- 
edge dates back to the work of Holst and Frohlich 
in 1912. They concluded that scurvy was due to 
an absence of a certain chemical substance from 
“scorbutic” diets. 

Future experimental study has shown that only 
man, monkeys, and guinea pigs are susceptible to 
scurvy. Other species are apparently capable of 
synthesizing the vitamin within the body. 


Vitamin C—Ascorbic Acid 


The natural sequence to the discovery of the exist- 
ence of a substance is an attempt to isolate it, de- 
termine its chemical structure and to prepare it 
synthetically. All these feats have been accomplished 
for vitamin C through ingenious work of many in- 
vestigators. 

We now know vitamin C to be ascorbic acid (for- 
merly called hexuronic acid) a white crystalline 
powder, readily soluble in water, with the formula 
C,H,O,—it is a powerful reducing agent—a fact 
used to establish a chemical method of assay. 

The name cevitarme acid has recently been sug- 
gested as a more suitable one for medical usage than 
ascorbic acid. The question of name is at present 
unsettled. 
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Pure Vitamin 


The availability of the pure vitamin and a chemi- 
cal method for its assay has given a new impetus to 
the study of vitamin C. Studies, which would have 
been impossible by the old method of biological as- 
say are now not only possible but of great practical 
value. 


Under specific conditions it is possible to measure 
the vitamin C concentration in both plant and animal 
material through the extent of their reducing action 
on the dye commonly called indolphenol (2-6 dichlor- 
phenol-indol-phenol). A simple titration of a solu- 
tion of the unknown substance against the stand- 
ardized dye can be made. 


The vitamin C content of foods, determined bio- 
logically through feeding experiments on guinea pigs, 
and the content determined by the chemical method 
agree so closely that we are fast accumulating data 
on the C value of foods. 


Vitamin C Content Varies With Different Factors 


In this connection the very valuable experiments 
of Dr. Tressler at the Geneva Experimental station 
are of interest. He has shown that the C content 
of vegetables varies with a number of factors. 


All varieties of spinach, for example, do not have 
the same C content even though grown under identi- 
cal conditions. Some varieties have a definitely higher 
C content than have others. 


The same variety of a vegetable, however, may 
have its C content altered by the soil on which it is 
grown—whether the soil be sandy and dry or mucky. 

The C content is further dependent upon the age 
of the vegetable. 


He has further shown that holding vegetables at 
low temperature preserves the vitamin content to 
a great extent while duplicate samples left at room 
temperature, within a few days, have lost a large 
percentage of their vitamin content. 


Loss Due to Cooking 


Another interesting fact has been brought out by 
Tressler’s work. The losses, due to cooking of vege- 
tables, which have been reported by others are due 
largely to the fact that the vegetables themselves 
were analyzed before and after cooking. Dr. Tress- 
ler has shown that had the cooking water also been 
tested, a large percentage of the lost vitamin would 
have been found to be there. The actual vitamin 
destruction. under proper cooking conditions of 
course, is probably not more than ten per cent. 

We are greatly indebted to Dr. Tressler for these 
valuable contributions and will eagerly await new 
data from his laboratory. Past information has been 
both meager and conflicting and now we know why. 





Determination of “C” Content of Tissues 


Another great step forward has been made pos- 
sible due to the development of the chemical method. 
Determination of the C content of blood, urine, and 
spinal fluids in living individuals and the analysis of 
autopsy tissue are now practicable. 

Since both the vague and the definite symptoms of 
subclinical scurvy are similar to symptoms found in 
many diseases, it becomes a matter of interest to 
determine if the symptoms, when they appear, may 
not be due to C deficiency and not to the specific .dis- 
ease itself. Restricted diets for various disease con- 
ditions, as well as self imposed restricted diets, are 
frequently low in vitamin C, but since scurvy itself 
does not result, the realization that a subclinical 
scurvy may exist has not been appreciated until re- 
cently. 

For the past year a grant from the California 
Fruit Growers Exchange has made it possible for 
us to undertake intensive studies on vitamin C. We 
have, in addition, been extremely fortunate in hav- 
ing the hearty cooperation of other departments 
within the hospital and medical school. Due to this 
fact we have been able to follow more varied lines 
of research than would otherwise have been possible. 
It is this work which I have been asked to report 
to this group. After all it is only through controlled 
research that one can arrive at definite conclusions 
with the least expenditure of time. In all dietetic 
work we use the results of just such experiments. 


As early as 1914 Hess studied the blood in scurvy 
and found the chemical composition to be essentially 
normal excepting for a slight tendency to acidossi. 
The walls of the capillaries, however, he found to 
be more fragile than those in normal individuals. By 
use of the blood pressure cuff Hess was able to pro- 
duce petechiae (tiny red spots indicating ruptured 
capillaries) and to study the variation in numbers 
under various conditions. 

This method has been modified by several work- 
ers; first using a definite arm area and later using 
negative pressure exerted for a short time on a 
small area. This adaptation makes possible a quick 
method which can be used at short intervals and with 
no discomfort to the patient. It has been suggested 
that the capillary fragility test was a “sensitive test 
of subclinical scurvy.” A glass bell shaped cup 1 
cm. in diameter is held again the inside upper arm 
and negative pressure is exerted on the area for one 
minute by means of a column of mercury. The cms. 
of negative pressure necessary to just produce the- 
rupture of capillaries is “the threshold level” of the 
individual. The results reported are conflicting. 
There are those who contend that a mild degree of 
vitamin C under-nutrition will result in the rupture 
of the capillary walls at a lower negative pressure— 
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then there are those who do not find this to be true. 
In our laboratory we have not been able to confirm 
the former finding. In capillary fragility tests over a 
hundred “normal” individuals and on a hundred 
patients on the hospital divisions we found a high 
degree of variation in the values of the normal in- 
dividuals and no significant effect of disease or 
vitamin intake. 

Exception to this occurred in four patients only ; 
three babies with scurvy and a six year old child with 
purpura. In these four individuals, where the C 
intake had been extremely low, sufficiently so as to 
cause scurvy in three of them, there was a definite 
and immediate increase in capillary resistance fol- 
lowing the administration of vitamin C. We con- 
cluded, therefore, that only when there was a definite 
vitamin C under-nutrition was there marked capillar 
change, 


The Urinary Secretion and Vitamin C 
Determination 


We have found the urinary excretion of vitamin 
C to be a more accurate and illuminating test of 
vitamin C saturation. On a well balanced diet the 
vitamin C excreted in the urine of a normal adult 
will be between 15 and 40 mgs. daily. If the excre- 
tion falls below 15 mgs. we feel that it is an indica- 
tion that the previous vitamin intake has been low. 
Having made a large number of determinations on 
normal individuals to establish our standards, which 
were a confirmation of the findings of other workers 
in the field, we were interested to see where vitamin 
C under-nutrition was a secondary factor in disease. 


The Effectiveness of Vitamin C Under 
Controlled Conditions 


Unfortunately when any new discovery is made it 
is hailed as a panacea for all ills. Especially is this 
true of vitamin C. The response to administration 
in scurvy is so spectacular that it is no wonder that 
all forms of the vitamin have been given to all types 
of patients. Therefore, to demonstrate its ineffec- 
tiveness as well as its effectiveness under carefully 
controlled conditions seemed decidedly worth while. 

As a matter of routine, both in an effort to simplify 
the work on the hospital divisions and to have com- 
parative results for study, we follow the same pro- 
cedure in the initial study on all patients—namely : 


A Basal Period 


A basal period—one or several 24 hour urine col- 
lections are made depending on the probable length 
of stay of the patient in the hospital. During this 
time the patient receives no appreciable source of 
vitamin C (no fruits or fruit juices, uncooked vege- 
tables or tomatoes). The urine is collected in a 
wide mouth dark brown bottle containing glacial 
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acetic acid, and the bottle is kept stoppered and in 
the ice box when not in use. These precautions are 
necessary since light, air, warmth, and alkalinity 
have a destructive action on the vitamin. The vitamin 
excretion found in this basal period is assumed to be 
a measure of the tissue saturation. If the previous 
intake has been adequate between 15-40 mgs, will 
be found in the 24 hour specimen. If the intake has 
been extremely high or very low, higher or lower 
values will be obtained. 


Period II 


The patient is next given 400 cc. of freshly 
squeezed orange juice—usually as two 200 cc. por- 
tions, with breakfast and for mid-morning nourish- 
ment. Since orange juice contains approximately 
50 mgs. per cent of vitamin C, the 400 cc. represents 
200 mgs. of the vitamin. The response to this intake 
is a further indication of the degree of tissue satura- 
tion. If the tissues are completely saturated, a large 
percentage of the 200 mgs. is excreted and found in 
that 24 hour specimen. If the stores are depleted by 
a previously low intake the vitamin will be held in the 
body until the tissues are resaturated, therefore little 
if any increase will be found over the basal output. 
The number of days which are required before the 
output approaches the intake is a further measure of 
the degree of unsaturation... The response may be 
immediate as in our normal subjects or as many 
as 7 to 11 days may elapse before the amount found 
in the urine begins to increase. This was the re- 
sponse of the babies suffering with scurvy. 

One might briefly summarize our findings as fol- 
lows: 

In a group of normal subjects whose basal excre- 
tion (on a single day during which no appreciable 
source of vitamin C was taken) the urinary excre- 
tion ranged between 15 and 40 mgs. There was 
an abrupt rise in excretion in all but a few of these 
subjects when 200 mgs. of vitamin C were ingested. 
On successive days with continued ingestion of 200 
mgs. the output increased until within 3-5 days it 
had reached a maximum output. 

When, however, the same individuals were held 
for 5 days on the basal diet (low vitamin C intake) 
the increase in the amount of vitamin C found in 
the urine following the ingestion of 200 mgs. was 
definitely less. The “basal level” was sometimes 
maintained for several days and the subsequent rise 
was less rapid. 

In general the excretion curves following the ad- 
ministration of the vitamin, in comparable amounts 
as orange juice, ascorbic acid by mouth and ascorbic 
acid intravenously, were similar. 

If, however, the total 24 hour excretion was fol- 
lowed hour by hour some differences were found. 
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When the vitamin was taken by mouth the peak 
of excretion occurred during the third, fourth and 
fifth hours, while with intravenous injection it oc- 
curred in the first and second hours. Slightly more 
was excreted during the 24 hours with the latter 
method. 


A chance observation on a nephritic patient sug- 
gested the possibility that some of the unexplainable 
variations found in certain individuals might be re- 
lated to the urinary reaction (pH). Two medical 
students were placed on a carefully controlled diet 
with a constant vitamin C intake. Urinary pH was 
altered by the administration of acid and alkaline 
salts. The effect was striking and constant. A 
marked decrease in the amount of vitamin C found 
in the urine was always less when the urine was in 
the alkaline range. The question arises as to whether 
this is due to destruction in the alkaline urine or to 
increased tissue storage. An experiment designed 
to obtain more definite information on this subject 
through analysis of guinea pig tissue is now nearly 
completed. In any event it is evident that before 
reaching a conclusion regarding the urinary content 
of vitamin C one must not only know the previous 
diet history but the reaction of the urine at the time 
of analysis. 

Details of these experiments are discussed else- 
where. 


Vitamin C Content of the Blood 


Determination of the vitamin C content of the 
blood is made at the beginning of the test and at in- 
tervals during it. Normal blood values range be- 
tween 1.50 and 2.50 mgs. per cent. It is interesting 
that the blood content is held so nearly constant. That 
which cannot be immediately taken up by the tissues 
is excreted in the urine. It is this fact of course 
which makes the analysis of the urine of value. 


In our studies whole blood has been used rather 
than the plasma or serum which is, in general, used 
by other workers. The reason is the smaller amount 
necessary for the determination. This is a distinct 
advantage in working with children. One cc. of 
whole blood is sufficient. A series of control ex- 
periments indicated that the vitamin level of plasma, 
serum and whole blood were fairly close. The few 
whole blood values found which were definitely 
higher than the normal value were found to be due 
to the vitamin C content of the white cells which 
were greatly increased in number. This study will 
be reported shortly. 


Breast Milk 


We have also been interested in the vitamin con- 
tent of breast milk—the analysis of human milk be- 
fore and after the ingestion of vitamin C indicates 
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that there may be a definite time relationship between 
the intake of the vitamin and the point of highest 
level in the milk. While this series of experiments 
is as yet incomplete it would seem that if a nursing 
mother takes her fruit an hour before nursing the 
baby the amount of vitamin C which the baby would 
receive may be doubled through the increased con- 
centration in the milk. 


New-Borns 


We are finding that the amount of vitamin found 
in the urine of the new-born child is dependent on the 
previous diet of the mother rather than due to syn- 
thesis by the child as has been suggested by some. 


Cataracts 


We are also interested in the possible relationship 
between cataract and vitamin C intake. The analysis 
of the lens affected by cataract shows that it has ap- 
proximately one-half the vitamin C content one finds 
reported for normal lens. Unfortunately we have 
as yet no normal values of our own. Also, the basal 
urine value in our series to date is definitely low and 
the response to 200 mg. ingestion is slow. Until we 
run control experiments on normal individuals in 
this upper age group we cannot say whether this 
is merely an age effect or whether there is a pre- 
disposition to cataract in those who habitually have 
a low vitamin C intake, 


Colitis 


The possibilities for study on the relation between 
vitamin C and health are numberless. There are 
experiments on monkeys fed for a time on a C de- 
ficient diet which indicate that a condition similar to 
dysentery may be developed—inflammatory and de- 
generative processes take place along the entire in- 
testinal tract. 


Peptic Ulcers 


Other reports show that guinea pigs develop a 
condition similar to peptic ulcers in man. High 
vitamin C therapy has been used in both peptic ulcer 
cases and in ulcerative colitis with favorable results. 


Hemophilia 


Hemophilia and thrombocytopenic purpura are re- 
ported to have been improved by intravenous injec- 
tions of the pure vitamin. We, however, could not 
confirm either of these observations in our series. 


Anemia 


The anemia which results from vitamin C de- 
ficiency responds only to vitamin C therapy. Iron 
and liver are ineffective. The response to C is im- 
mediate. 
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Latent Scurvy 


The inoculation of C deficient animals with 
fection, or severe physical strain. 


Arthritic and Cardiovascular Change 


Latent scurvy is frequently precipitated by in- 
specific organisms has been reported to result in 
arthritic changes, or in cardio vascular damage de- 
pending on the organism used, It has been suggested 
that the winter and early spring rheumatism of years 
past may have been in part due to the low intake of 
fresh fruits and vegetables during that season—and 
the avoidance of “acid” tomatoes and citrus fruits if 
there were a tendency to lameness. 


Infection 

A number of investigators have demonstrated the 
increased susceptibility of animals and humans to 
infection when the diet is low in the vitamin C con- 
taining foods. Whether this is due to the vitamin 
itself or in part to associated substances in the fruits 
and vegetables is a current question. There is good 
evidence for the existence of a substance in fruits 
protective against infection and distinct from vita- 
min C, 


Dosage 


Certainly there is sufficient positive proof to estab- 
lish the value of vitamin C as an important health 
factor and to urge its liberal intake. If it cannot, 
for any reason be taken in its natural form, which 
is preferable since there always is the possibility of 
associated substances which may have an additional 
beneficial effect, the pure vitamin should be used. 
This can now be obtained at a cost little more than 
orange juice—in the form of small tablets or in 
crystalline form for intravenous use. From our 
studies we feel that protective intake should be ap- 
proximately 50 mgs. for adults and certainly not 
much less for children past the period of infancy. 
When taken for curative purposes, the amount 
should be at least double if not triple. The preven- 
tion is simple and pleasant and the benefits great. 

Stefansson, the polar explorer, in describing his 
expedition writes that “the first observable symptoms 
of scurvy include laziness, gloom, and _ irritability 
showing itself in a tendency to condemnatory and un- 
called for argumentativeness.” How far reaching 
therefore may be the effect of a diet low in fruits 
and vegetables and paradoxically, how great may be 
the sweetening effect of a little lemon juice. 








Havens for Hay Fever Sufferers 


Ragweed hay fever sufferers will be interested in 
the scientific study of the amount of ragweed pollen 
in the air at various localities made by Oren C. Dur- 
ham, North Chicago, Illinois, assisted by volunteer 
and regular observers of the U. S. Weather Bureau. 


From Mr. Durham’s report one may find the tol- 
lowing places “‘sneeze-free’’: Sacramento, Miami, 
Reno, Portland, Ore., Seattle, Spokane, Prince 
Albert, Sask., and Mexico City.—Science News Let- 
ter, 1936. 





Marjorie Davis Goes to New England 
Deaconess Hospital 


Marjorie Davis, a graduate of Johns Hopkins 
Hospital School of Nursing and of Columbia Uni- 
versity, has been engaged by the New England 
Deaconess Hospital, Boston, Massachusetts, as 
superintendent of nurses and principal of the 
Nurses’ Training School, 

Miss Davis was formerly assistant superintendent 
of nurses at the Johns Hopkins Hospital for seven 
years, and for the past three years has been super- 
intendent of nurses and principal of the Training 
School at the Post Graduate Hospital, New York 
City. 
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Did You Know That— 


Twenty years ago 5,000 public health nurses were 
constantly employed in the United States? In 1936 
there are 15,000. The estimated need of this branch 
of nursing service is 50,000 qualified nurses. 


In 1930 the hospitals in the United States em- 
ployed constantly 77,000 or 27 per cent of the total 
number of graduate nurses? 
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The Classified Advertising Section of Hospitats 
has been created for the benefit of individuals 
seeking positions and for those who have 
positions open. It may also be used by man- 
ufacturers and dealers to call attention to 
merchandise for sale or by schools with courses 
to offer, or for a professional card calling at- 
tention to a special service. The same rate, 
eight cents a word, (minimum 25 words), ap- 
plies. It is the objective of Hospirats to serve 
not only members of the Association, but all 


people engaged in hospital work. 
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The A. C. H. A. “Role” Call 


The Credentials Committee of the American Col- 
lege of Hospital Administrators will meet in the 
Palmer House, Chicago, on Saturday, July 25, to 
pass upon approximately 125 applications submitted 
for memberships. All those receiving the commit- 
tee’s recommendation and the approval of the Board 
of Regents will receive their certificate at the third 
convocation of the college, to be held in Cleveland 
on Sunday evening, September 27. 

This is the largest number of applications to be 
presented to the committee since the inception of the 
college and is clearly indicative of increasing recog- 
nition and interest in the organization. 

The Executive Committee of the College will hold 
a meeting on the same day to complete final arrange- 
ments for the Cleveland meeting. Consideration 
will also be given to choosing a successor to J. Dewey 
Lutes, who has asked to be officially relieved of the 
office of Executive-Secretary Treasurer—to become 
effective at the fourth annual meeting, which will 
be held in September, 1937. 


Many administrators have been anxiously await- 
ing the compiled results of the Survey of the Ad- 
ministrative Field that was made by the college in 
the spring of 1935. This work has proved exten- 
tive and has entailed a great deal of statistical de- 
tail. The final results in printed form will be avail- 
able to every administrator at the “College” booth in 
the Educational Exhibit section of the American 
Hospital Association, at their convention in Cleve- 
land, in September. 


_—_—_——< 


Twelfth Annual Convention of the Hos- 
pital Association of New York State 


The twelfth annual convention of the Hospital 
Association of New York State was held at the 
Hotel Statler, Buffalo, N. Y., on Thursday and 
Friday, May 21 and 22, 1936. The New York 
State Association of Nurse Anesthetists, the New 
York State Association of Medical Record Libra- 
rians and the New York State Dietetic Association 
met concurrently with the Hospital Association at 
the same hotel and total registration aggregated 
about 550. 


The conference was a two day affair and the ex- 
position conducted in connection with the conven- 





Among the Associations 


State and Province Association News 








tion consisted of 58 exhibits of the best and latest in 
hospital supplies and equipment. 

The program was very interesting and the papers 
read provoked a very wide and illuminating dis- 
cussion. 

The sessions opened on Monday morning with 
the president, James U. Norris, in the chair. At 
this session the reports of the executive secretary 
and the treasurer, and the committees on local ar- 
rangements, membership, auditing, rules, legislation, 
insurance and taxation, and nursing were received, 
and the nominating committee made its report. 

At the afternoon session Dr. Fraser D. Mooney, 
superintendent of the Buffalo General Hospital, pre- 
sided. The program of this session was of particu- 
lar interest to those attending. Dr. Basil C. Mac- 
Lean in his paper on “Nurses, What Next?’ 
analyzed the nursing situation and emphasized the 
difficulty the general hospitals are experiencing in 
securing competent graduate nurses for institutional 
service. Dr. E. H. Lewinski-Corwin, in an able 
address, stressed the relationship of the hospital and 
the community, and Dr. Mary De Garmo Bryan, 
Professor Institutional Management, Teachers Col- 
lege, Columbia University, addressed the conven- 
tion on “What the Dietitian Can Contribute to the 
Success of the Hospital.” The session closed with 
a round table by Dr. R. C. Buerki, president of the 
American Hospital Association. 

The annual banquet was held on Thursday eve- 
ning for the different groups meeting with the hos- 
pital group in their annual convention. 

On Friday morning Leighton M. Arrowsmith, 
superintendent of St. John’s Hospital, Brooklyn, 
presided. “Electric Rates” were discussed by Wil- 
liam B. Seltzer of the Bronx Hospital ; “Group Hos- 
pitalization” by Sherman D. Meech of the Rochester 
Hospital Plan, Frank Van Dyk of the New York 
City Plan, and Robert Parnall of Syracuse. Marjorie 
Hanrahan, president-elect of the Medical Record 
Librarians Association, presented a fine paper on 
“Responsibility of Record Librarians and Some of 
Her Problems.” “Hospitals as Educational 
Agencies,” was discussed by Dr. W. S. Goodale, 
Buffalo City Hospital. 

At the Friday afternoon session Grace E. Allison, 
superintendent of the Samaritan Hospital, Troy, was 
in the chair. The Report of Tellers and the Intro- 
duction of New Officers were the first order of new 
business. 
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Mariam Shupp of the Strong Memorial Hospital, 
discussed “The Cost of an Anesthetic Department.” 
Lulu St. Clair, executive secretary of the Joint 
Committee on Community Nurse Service, New York 
City, addressed the convention on “Establishment of 
Community Service Bureaus.” The highlight of 
this session was Dr. Munger’s panel on “What Are 
Justifiable Standards for Nursing Education?” This 
was discussed from the viewpoints of the trustee, 
the school of nursing committee by Mrs. Carlton 
Smith of Buffalo Children’s Hospital, the hospital 
administrator by Dr. Christopher G. Parnall of the 
Rochester General Hospital, the nurse educator by 
Alice Weston of Highland Hospital, the state de- 
partment of education by Clara A, Quereau, secre- 
tary of the Board of Nurse Examiners, and the prac- 
ticing physician by Dr. Thew Wright of Buffalo. 


Assemblyman George B. Parsons, the sponsor of 
the New York State Hospital Lien Law, was the 
guest of the Association and spoke at the Friday 
morning session. 


The business transacted was for the most part 
routine. 


A resolution was adopted deploring the effort on 
the part of a small group in the State Medical As- 
sociation to endeavor by legislative or bureaucratic 
control to change, without obvious benefit, present 
hospital practices and hospital-doctor relationships. 

A resolution was adopted recording the apprecia- 
tion of the Association of the splendid services ren- 
dered by the retiring trustees, Grace E. Allison, 
R.N., Samaritan Hospital, Troy, and Dr. George B. 
Landers of the Highland Hospital, Rochester, New 
York. 

A resolution recording the feeling of the Associa- 
tion against a proposed ruling by the Industrial 
Board which would provide a five per cent discount 
for payment within thirty days by the compensation 
insurance companies of the hospital bills, was 
adopted. 

At a meeting of the Board of Trustees following 
the Friday afternoon session, Carl P. Wright, 
superintendent of the General Hospital of Syracuse 
was reappointed Executive Secretary for the com- 
ing year. At the same session it was decided to hold 
the 1937 convention in New York City and that it 
should be a three day meeting. 

The new officers, trustees and nominating com- 
mittee elected at the Friday session were as follows: 

President—Ernest G. McKay, Supt., Arnot- 
Ogden Memorial Hospital, Elmira, New York. 

First Vice-President—Fraser D. Mooney, M.D., 
Supt., Buffalo General Hospital, Buffalo, New York. 

Second Vice-President—John H. Hayes, Supt., 
Lenox Hill Hospital, New York City. 





Trustees—Mabel D. Davies, Supt., Beekman 
Street Hospital, New York City; Thomas T. Mur- 
ray, Supt., Memorial Hospital, Albany, New York. 

Nominating Committee—James U. Norris, Supt., 
Woman’s Hospital, New York City; Dr. J. J. Golub, 
Hospital for Joint Diseases, New York City; Rev. 
Joseph F. Brophy, Dir., Division of Health, Cath- 
olic Charities, Brooklyn, New York. 


tecnica ieee 


The Twelfth Annual Convention of the 
New Jersey Hospital Association 
June 4, 5, 6, 1936 


The New Jersey Hospital Association met for its 
Twelfth Annual Convention at Hotel Dennis, At- 
lantic City, Thursday, Friday and Saturday, June 
4, 5 and 6. Registration numbered two hundred. 
The meeting was opened officially at 2 p. m., on 
Thursday, Fred W. Heffinger, presiding. 


Thursday Afternoon, June 4 


Invocation by Rev. Thomas A. Hyde, Superin- 
tendent, Christ Hospital, Jersey City. Mrs. W. M. 
Harman, R.N., O.T. Reg., Director of Occupational 
Therapy, Essex Mountain Sanatorium, Verona, N. 
J., presented a paper on Occupational Therapy in 
which she called attention to the excellent work 
being done in this specialty in the mental, tubercu- 
losis and orthopedic hospitals and advised general 
hospitals to become more fully acquainted with the 
benefits to be derived from it. Participants in the 
discussion which followed were Dr. Charles H. 
Young, Superintendent. Mountainside Hospital, 
Montclair, N. J.; Dr. George O’Hanlon, Director, 
Medical Center, Jersey City, N. J.; Dr. Emil 
Frankel, New Jersey Department of Institutions and 
Agencies. 

A paper on various aspects on medical social 
work was presented by Margaret Nichols, director 
of the social service department, Roosevelt Hospital, 
New York City. Miss Nichols made the plea that 
medical social workers be relieved as much as pos- 
sible from such duties as purely financial investiga- 
tions and credit work. She called attention to many 
ways in which the medical social worker contributes 
to harmonize relationships between doctor, hospital 
and patient and the adjustment of conditions in the 
family before, during and after the hospital experi- 
ence. Discussion included comments by John R. 
Howard, Jr., Muhlenberg Hospital, Plainfield, N. J.; 
Dr. Young, Dr. Frankel, Elizabeth Holbrook, direc- 
tor, social service department, Orange Memorial 
Hospital and Ruth Coon, superintendent, New Jer- 
sey Orthopedic Hospital, Orange. 

The meeting closed with the election of the fol- 
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lowing officers for the year June, 1936, to June, 
1937 : 

President, Edgar C. Hayhow, Superintendent, 
Paterson General Hospital, Paterson, N. J. 

President-Elect, James R. Mays, Superintendent, 
Elizabeth General Hospital, Elizabeth, N. J. 

Vice-President, Eleanor Hamilton, Superintend- 
ent, Presbyterian Hospital, Newark, N. J. 

Treasurer, Thomas J, Golden, Medical Center, 
Jersey City, N. J. 

Executive Secretary, Rev. John G. Martin, Su- 
perintendent, Hospital of St. Barnabas, Newark, 
New Jersey. 


Thursday Evening, June 4 


On Thursday evening a dinner meeting of the 
Executive Committee was held to discuss the re- 
quest from an automobile insurance organization 
that hospitals allow special rates and recommend 
selected physicians for members of the insurance 
association. The Committee agreed that no such 
special rates or recommendations should be offered. 


Friday Morning, June 5 


The Friday morning session was a symposium 
“On Whom Should the Responsibility Rest to De- 
termine Hospital Community Policies.” The first 
speaker was William A. Sumner, Counsellor-at-law, 
and President of the Paterson General Hospital, 
Paterson, N. J. He presented the CASE FOR 
THE TRUSTEE by relating the history of his own 
hospital showing how the Board of Managers, first 
of women and later of men had carried the chief 
responsibility since the date of organization. He 
outlined methods which the hospital had followed 
for financing its growth and developing its medical 
facilities and medical staff, explained the duties and 
responsibilities of the Board of Trustees, both to the 
patient in the hospital and to the community at large 
and closed his paper with the statement that since 
the Board reflects the will and wishes of the com- 
munity it is really the community itself that deter- 
mines the policies of the hospital and that the hos- 
pital is a direct reflection of the extent of community 
interest and support. 


The CASE FOR THE PHYSICIAN was pre- 
sented by Dr. Spencer T. Snedecor, President-Elect 
and Acting President of the New Jersey Medical 
Society. Dr. Snedecor’s opening remarks were an 
accusation that hospitals generally did not give 
enough consideration to the importance of the medi- 
cal staff. He contended that there is a tendency to 
give the public the impression that medical services 
are included in the hospital service and that many 
patients, particularly in the wards, received the im- 
pression that physicians were compensated for their 
work, He’ suggested that closer relationships be 








developed between trustees, administrators and staff 
and that patients be informed more clearly of the 
physicians’ contribution. 


His next point was that an independent credit 
bureau be set up to analyze the financial standing 
of patients before admission when possible and that 
a cooperative plan be worked out to apply particu- 
larly to indigent and low-income patients, this co- 
operative plan to include a collection system as well 
as financial investigation. 


He then outlined the so-called Washington Plan, 
a bureau which should be supported by all health 
agencies in the community in which independent 
credit investigations are made of all clinic and ward 
patients, at a central office. There a credit analysis 
is established and used as a basis for determining 
rates and fees, and a collection office is maintained 
to handle patients who are unable to pay cash. 


The CASE FOR THE ADMINISTRATOR 
was presented by Dr. C. W. Munger, Director, 
Grasslands Hospital, Valhalla, N. Y., and President- 
Elect of the American Hospital Association. Dr. 
Munger’s thesis was complete and frank coordina- 
tion between the trustee, the medical staff, the public 
and the hospital administrator; the formulation of 
policies and rules to be the outcome of the combined 
efforts of all groups concerned. On this foundation 
the administrator, enjoying the confidence and sup- 
port of both trustee and medical staff can most suc- 
cessfully carry the burden of actual administration. 
Dr. Munger advised the use of qualified consultants 
whenever the need is indicated and suggested that 
the administrator newly arrived does well to guard 
against acting hurriedly in making radical changes. 


The morning session was closed by a discussion 
of the foregoing papers opened by Charles Neer- 
gaard, Hospital Consultant, New York City. Mr. 
Neergaard took the position that the trustee, the 
physician and the administrator are jointly and 
equally responsible for the determination of hos- 
pital policies, and that the quality of hospital service 
would depend upon the degree of harmonious co- 
operation which could be developed between these 
three groups. He emphasized the importance of 
keeping the public constantly informed of the work 
and worth of the hospital in its community and gave 
illustrations of the advantages of well managed 
private charitable hospitals. 

Following Mr, Neergaard, Hon. William J. 
Ellis, Commissioner of Institutions and Agencies of 
the State of New Jersey, supported Mr. Neergaard’s 
stand on the importance of harmony and suggested 
that frequent conferences be held between the vari- 
ous State associations interested in matters pertain- 
ing to health. Dr. LeRoy Wilkes, executive officer 
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Bard-Parker Renewable Edge 
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of the New Jersey Medical Society, pledged the 
participation of physicians in the organization and 
improvement of mutual association for health serv- 
ice. Colonel Charles R. Lloyd, superintendent of 
Morristown Memorial Hospital, Morristown, N. J., 
stated the need for more generous provision of City 
and County tax funds for the hospital care of the 
indigent. 


Friday Afternoon, June 5 


The Friday afternoon session was a symposium 
entitled “A Critical Analysis of Hospitals Today.” 

Representing SOCIOLOGY, the first speaker, 
Dr. Francis Brown, Ph. D., Associate Professor of 
Sociology of New York University devoted his 
opening remarks to an evaluation of the share of 
the hospital in community life. He made the as- 
sertion that the hospital rightfully occupies a lead- 
ing place in community affairs, but cautioned that its 
true worth will be measured by the attention given 
to individual patients. His criticisms were that 
(1) hospitals incline to hold themselves aloof from 
other institutions, (2) there is inadequate follow up 
and too little home tie-up between the hospital and 
its patients, (3) there is still a tendency to put too 


much emphasis on so-called professional ethics,’ 


sometimes at the expense of patients, (4) hospitals 
fail to take full advantage of the excellent oppor- 
tunity which they have to educate patients in health 
matters, (5) hospitals fail to meet the needs of the 
entire populace, in that they have not solved the 
problem of caring for the indigent without brand- 
ing them as paupers, and of providing suitable care 
at reasonable cost for middle class patients. 
Representing RELIGION Rev. Lloyd Foster, 
D.D., Calvary Methodist Church, East Orange, N. J., 
introduced his subject with a brief reference to the 
history of hospitals and the part of religion in their 
development. He stated that his purpose was to 
suggest ways by which religion might be more help- 
ful in the hospital, not only in giving spiritual com- 
fort to the patient, but also in assisting in maintain- 
ing his individuality as a person rather than as a 
patient, The minister, he said, is in excellent posi- 
tion to act as a mediator, since patients readily tell 
him their complaints which might be about food or 
visiting rules, about nursing, about the vagueness 
and elusiveness of doctors or similar criticisms which 
properly interpreted to the administrator would help 
him greatly overcome complaints. The minister’s 
foremost and paramount contribution would be to 
assist in emotional as well as spiritual adjustment. 
Hospitals should find a way to inform ministers 
when members of their congregation are admitted. 
The application of MENTAL HYGIENE in the 
hospital was the topic of Dr. Stephen P. Jewett, 
Attending Neuro-Psychiatrist, New York Medical 











College. Dr. Jewett’s major plea was that hospitals 
should realize the very great importance of con- 
sidering the social environment of the patient, and 
of doing everything possible to counteract the fear 
of the unknown or unfamiliar which is frequently 
responsible for disaster. Sympathy is priceless in 
dealing with the sick. Constant efforts should be 
made to develop an understanding and sympathetic 
attitude on the part of all members of the hospital 
personnel. No greater contribution than this can 
be made by the hospital toward the patient’s recovery. 


The point of view of PUBLIC HEALTH was 
presented by Dr. Haven Emerson, Professor of 
Public Health, Columbia University. Dr. Emer- 
son’s first declaration was that general hospital ad- 
ministrators should not be called upon to act as 
public health officers because these distinct fields 
each deserve to be in the hands of individuals spe- 
cially and particularly trained for them. In his 
discussion of the general hospital’s relation to public 
health matters he included among other references 
the following: 


A. Vital statistics including materials for sur- 
veys; reports of the unusual incidence of disease 
not only of communicable nature; statistics of still 
births and illegitimacy. 


B. The need to develop frank publicity in com- 
bating communicable disease, this to include private 
patients. 


C. In maternal, prenatal and post-partum care 
the hospital is in a key position for continuity and 
management of the care of mother and child as a 
source of nutritional teaching and a center for indi- 
cated contraceptive advice. 


D. Authorization of therapeutic abortion. 

E. Collaboration between social, medical and 
nursing service. 

F. Promotion of periodic health examinations. 

G. Sanitary supervision of the community. 


H. Share in campaigns to protect against seasonal 
epidemics and illnesses. 


The role of ECONOMICS was presented by 
Hon. William J. Ellis, Commissioner, Institutions 
and Agencies, State of New Jersey. In his paper 
he included the following recommendations for gen- 
eral hospitals : 


1. A program for the care of convalescent 
patients and for the chronically ill similar to that 
existing for the care of the tuberculous and men- 
tally ill. 

2. The development of group hospitalization 
plans. 
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N infancy and childhood, when precaution is demanded, 

ether is recognized by pediatricians as the safest 
anesthetic. Mallinckrodt Ether Anesthesia is considered 
one of the purest, and therefore safest, ethers available. 


Freedom from aldehyde, peroxide and all other toxic 
impurities permits smooth induction, almost natural 
awakening, minimum nausea and respiratory irritation 


with Mallinckrodt Ether Anesthesia. 


Highly exacting tests, both U.S.P. and the extra sensitive 
Mallinckrodt tests, and sealing with the Mallinckrodt 
patented solderless closure in chemically treated: con- 
tainers, protect the dependability of Mallinckrodt Ether 


Anesthesia. 
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3. The mutual consideration by physicians and 
hospitals of ‘1e establishment of a form of the 
Washington plan, 

4. Encouragement of personal gifts. 

5. Allocation of tax funds for indigent patients. 

6. Development of group purchasing. 

7. Establishment of local hospital councils. 

8. Planning hospital needs for the future on a 
basis similar to surveys now under way which at- 
tempt to project the needs of the populace a num- 
ber of years hence. 


A SUMMARY DISCUSSION of the afternoon 
addresses was presented by F. Stanley Howe, direc- 
tor, Orange Memorial Hospital, Orange, N. J. He 
said hospitals considered themselves fortunate in 
possessing, first, the desire to be criticized; second, 
the ability to “take it and like it,’ and third, the 
privilege of being criticized intelligently and sympa- 
thetically by distinguished authorities. Referring to 
Dr. Emerson's address he touched on the difficulties 
encountered by hospitals in their attempts to co- 
operate in public health programs and also mentioned 
financial conditions worked against developing pre- 
ventive programs including periodic health examina- 
tion plan. He agreed in every detail with Dr. 
Jewett, adding only the wish that Dr. Jewett’s ad- 
vice could be broadcast to all hospitals and to all 
physicians, In commenting on the Rev. Foster’s 
criticisms, he cited the necessity of extreme tact and 
suggested that contacts with patients in the hospital 
might better originate with the minister. To Mr. 
Ellis, Mr. Howe extended a cordial invitation to 
assist in developing the excellent program which he 
had suggested. 


Friday Evening, June 5 


Annual Banquet, Dr. Berthold S. Pollak, Toast- 
master. 

The program included the President’s address by 
Fred W. Heffinger, superintendent, Mercer Hospi- 
tal, Trenton, N. J., and an address on “The Com- 
munity Hospital as an Essential Agency in Public 
Health” by Dr. C. W. Munger, director, Grasslands 
Hospital, Valhalla, N. Y., and President-Elect, 
American Hospital Association. 


Saturday Morning, June 6 


The Saturday morning program included the fol- 
lowing subjects: 

THE X-RAY DEPARTMENT: Eugene G. 
Sensenbach, President, New Jersey Society of X-ray 
Technicians. 

THE HOSPITAL AND THE DOCTOR: Dr. 
Thomas K. Lewis, Chairman, Medical Practice 
Committee, New Jersey Medical Society. 

THE MEDICAL RECORD LIBRARY: Verna 


M. Emery, M. R. L., Orange Memorial Hospital, 
Orange, N. J. ‘ 

THE SCHOOL OF NURSING: Laura Logan, 
R.N., representing the National League of Nursing 
Education. 

FOOD: Elizabeth Rupert, Dietitian, Hackensack 
Hospital, Hackensack, N. J. 

Mr. Sensenbach spoke of the need for establish- 
ing standard requirements in education and training 
for x-ray technicians, pointing out that the x-ray 
departments and through it the hospital, is judged 
not only by the technical quality of the work pro- 
duced, but also by the impression created on the 
patient by the personnel. The patient’s contact is 
more often with the technician than with the roent- 
genologist, hence the importance of the careful selec- 
tion of the technician. Discussion by Dr. B. S. 
Pollak. 

Dr, Lewis devoted most of his paper to an analysis 
of the problem of providing medical and hospital 
care for persons of small income, demonstrating with 
diagrams the ever-present danger of forcing indi- 
viduals of small income from the self supporting 
to the indigent group. He made a plea for co- 
ordination between hospital and medical associations 
to plan and establish ways and means to assist the 
small-income family in the purchase of medical care. 
Discussion by C. S. Pitcher. 

Miss Emery described the medical record library 
of the Orange Memorial Hospital, explaining in 
particular the manner in which the system can be 
used for preparing case and group studies and for 
other research. 

Mr. Howe supplemented with an explanation of 
the school for medical record librarians conducted 
there. 

Miss Logan explained the aims and hopes of the 
National League of Nursing Education in their 
preparation of a revised curriculum for schools, and 
interpreted a number of paragraphs which are to be 
included in the curriculum. 

Miss Rupert made a thorough analysis of the 
place of the dietary department in the hospital and 
made various suggestions for purchasing, prepara- 
tion and service of food, with the objective of pleas- 
ing the patient as well as the carrying out of thera- 
peutic requirements. 


oH 


Michigan Hospital Convention 


The Michigan Hospital Association opened its 
twenty-first annual convention at Grand Rapids, 
Thursday, May 28, with a joint meeting of the 
Michigan Dietetic Association, the Michigan Record 
Librarians, and their own association; Dr. Willard 
L. Quennell, President, presiding. 


HOSPITALS 





: Do you need a position? Do you need personnel for your hospital? 


x 
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If you want a man or woman to fill a vacancy, if you need dn 








executive, a physician, graduate nurse, dietitian, or technician— 
E either one or a dozen hospital personnel who are competent 
l and sensible—just jot your needs in a letter and mail that 
letter to us. 


There are fame and success in store for the hospital with the genius and vision to 


; equip itself with super-skillful men and women. 


Two things measure and limit a hospital: brains and esprit de crops. Either is 
useless by itself, but together they compose that incomparable lilt that is success. 


Combine experience, wisdom, and modern science with a tremendous urge to do and 


SS a 


accomplish and you have created that stuff that makes hospitals famous. 


Find the men and find the women who are workers, pleasant, competent, able, en- 
thusiastic, and there isn’t a human agency that can keep you from fame. 


Write us. We may know the men and women you want. If we don’t, we will find 
l them for you. 





Among the well-trained and skillful candidates whom we can recommend to you are: 


Hospital Administrators Social Workers Resident Physicians 
Directors of Nurses Laboratory and Physicians who are quali- 
Assistants Research Workers fied to head the various de- 
Instructors Physiotherapists partments in hospitals, 
Supervisors Occupational Therapists group clinics, teaching pub- 
Anaesthetists Dietitians lic health and industrial 
Staff Nurses Medical Secretaries organizations. 











| The Medical Bureau 


Top Floor, Pittsfield Building Chicago, Illinois 
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A new approach to problems in food administra- 
tion was presented by Katherine Mitchell, president 
of the American Dietetic Association. She traced 
the evolution of the hospital dietitian, classified dieti- 
tians according to their varying degrees of respon- 
sibility, and particularly stressed the twilight zone 
of responsibility when there exists divided author- 
ity. In discussing the economies of the job, she 
emphasized that it is the duty of the hospital ad- 
ministrator to determine how elaborate the food serv- 
ice should be, and that it then becomes the duty of 
the dietitian to create good will and satisfaction 
within the limits established. 

Much interest was evidenced in the subject, “Why 
some hospitals have poor medical records,” which 
was discussed by Dr. Malcolm T. MacEachern, as- 
sociate director of the American College of Sur- 
geons, in his usual clear and concise manner. 

Charlotte Wolf, record librarian of Jennings Hos- 
pital, Detroit, described in detail the New Interna- 
tional Nomenclature. The reference number is made 
up of six digits, hyphenated at the center. The three 
digits to the left of the hyphen represent the part of 
the body involved, and the three on the right refer 
to the cause of disease. Miss Wolf, while reporting 
that more time was required for indexing, regarded 
the new system as being much more complete and 
possessing many advantages over previous systems. 
The afternoon meeting was concluded with a dis- 


cussion on the legal liability of hospitals, by John 
Dunham, a Grand Rapids attorney. 

The annual banquet was held Thursday evening, 
followed by two round tables. The Round Table 
for Trustees, conducted by Asa Bacon, Presbyte- 
rian Hospital, Chicago, attracted the keen interest 


of the trustees present. A second one for hospital 
administrators, conducted by Dr. Willard L. Quen- 
nell, consisted largely of a discussion of salaries, per- 
quisites, vacations, and sick leaves. 

First on the program for the second day of the 
convention was the presentation of the proposed 
changes in the nursing curriculum by Mabel E. 
Smith of the Michigan State Board of Registration 
for Nurses. She called special attention to the 
changed aspect of nursing education. Where for- 
merly it was a community enterprise, with the grad- 
uates being largely absorbed in the local community, 
now it has become nation-wide in interest. As an 
example, she cited one hospital in Detroit that had 
115 schools of nursing represented on its nursing 
staff, while the University Hospital at Ann Arbor 
had over 150 schools represented. In conclusion, 
she predicted that eventually there would be national 
legislation establishing standards for nursing edu- 
cation. 


Walter F. Foster, an attorney and trustee of the 


E. W. Sparrow Hospital of Lansing, gave a resumé 
of state legislation. He stated that before “group 
hospitalization” could be entered into in Michigan 
it would be necessary to obtain permissive legisla- 
tion. While it had apparently been the intention 
of the legislature to exempt hospitals from the sales 
tax, the State Tax Commission has ruled that this 
actually had not been done; so until the hospitals 
had an opportunity to have the error corrected by 
the next legislature, the commission was not enforc- 
ing the collection of sales tax on purchases made by 
hospitals. Hospitals were exempt from the charg- 
ing of sales tax on services rendered. He discussed 
the drastic fire law that had been passed by the last 
legislature, requiring hospitals to make many radical 
changes at once; even fire-proof buildings were not 
given due consideration over those of poorer con- 
struction. He recommended that the association 
consider the initiating of a motor vehicle law similar 
to that of Ohio, and a lien law similar to that of 
other states. The morning session concluded with 
a discussion of Group Hospitalization and Hospital 
Councils. 

The closing meeting consisted of a round table 
discussion, conducted by Dr. Warren L. Babcock, 
Grace Hospital, Detroit, that was entered into by the 
dietitians and record librarians, as weil as by mem- 
bers of the hospital association. New officers elected 
for the ensuing year are: 

President, Dr. Donald M. Morrill, Diréctor, Blod- 
gett Memorial Hospital, Grand Rapids. 

Vice-Presidents, Mary E. Skeoch, Superintendent, 
St. Luke’s Hospital, Marquette; Walter F. Foster, 
Trustee, E, W. Sparrow Hospital, Lansing; Ruth 
A. Brown, Superintendent, Wyandotte General Hos- 
pital, Wyandotte. 

Treasurer, Amy Beers, Superintendent, Hackley 
Hospital, Muskegon. 

Secretary, Robett G. Greve, Assistant Director, 
University Hospital, Ann Arbor. 

Trustees, George Wadley, Trustee, Saginaw Gen- 
eral Hospital, Saginaw; Dr. Harley A. Haynes, Di- 
rector, University Hospital, Ann Arbor. 


State Aid in South Dakota 


In August, 1933, the South Dakota Legislature 
passed its so-called “Beer Law.” This covers the 
manufacture and sale of beers,and wines having not 
in excess of 3.2 per cent alcohol by weight. It im- 
poses a licensing fee upon all manufacturers, im- 
porters and dealers; a tax upon both the manu- 
factured and imported products; and a fee for the 
inspection of beers and wines. 


The revenue from these fees and taxes is credited 
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DEMAND THIS FELXIBILITY 
WHEN YOU BUY MATTRESSES 


Yes, make sure that your mattress dollars buy 
the utmost comfort for your patients plus maxi- 
mum convenience for your nurses. SPRING- 
AIR is the only mattress specially developed 
for hospital use that is both easy to handle 
and truly flexible in all directions. And it is 
the one mattress that saves the most money; 
Spring-Air comfort does not diminish with use. 
Economy and complete satisfaction is assured 
by the TWENT Y- 
YEAR guarantee (in 
writing) of Spring- 
Air's patented Karr 
White Tag spring 


WHITE TAG construction. 
CONSTRUCTION 
GUARANTEED 


HOSPITAL 
MATTRESS 


Manufactured solely under Karr license by the 


MASTER BEDDING MAKERS 
OF AMERICA 


Executive Offices: Holland, Michigan 


Write for the name of the nearest of 46 Factories 
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YET SAVE MONEY 
SUPERINTENDENT, "I specify 
Tempglass, because they save 
us money — we've found one 
Tempglass outlasts two ordina- 


ry thermometers. Besides they 
are accurate and dependable.” 


DOCTOR, “I like Tempglass 
because they are accurate. I 
know that charts give the 
true facts when Tempglass 
Thermometers are used.” 


NURSE, “I like to use Temp- 
glass, because they avoid em- 
barrassing moments. They’re 
easy to shake and don’t break 
off in your hands. And the 
Doctors never question Temp- 
glass charts.” 


PATIENT, “It gives me a nerv- 
ous feeling when a thermom- 
eter breaks when it is shaken. I 
wonder what might happen...” 


TEMPGLASS 


Tempered to eliminate glass strains. Exclusive meth- 

od of marking to eliminate file marks. That is why 

Tempglass Thermometers—fine, accurate instruments 

—are tougher—outlast two ordinary thermometers. 
Made in three styles—Standard, Snub Nose 


or Pear Bulb Rectal, each style priced at 
$6.50 per dozen - - - $72.00 per gross. 





VELVET Stainless Steel NEEDLES 


Cannot rust, corrode nor 
tarnish. Razor sharp 
points. Fit all Luer type 
syringes. Each in cello- 
phane envelope to pro- 
tect it. 12 of size to box. 
Prices from $1.25 to $2 
per dozen, 


FAICHNEY INSTRUMENT CORP. 


WATERTOWN, NEW YORK 





to the “Beverage Revenue Fund.” From this is first 
paid the expenses of the administration and enforce- 
ment of the act, which shall not exceed in any one 
year three and one-half per cent of the revenue. 
The balance in the fund, after payment of the actual 
expense for administration and enforcement, is cred- 
ited to the “Poor Relief Fund.” Fifty per cent of 
this “Poor Relief Fund” is placed at the disposal 
of the Governor and the State Director of Relief, 
for the relief of the poor and destitute of the State. 
The remaining fifty per cent is paid monthly, as 
received, by the State Treasurer to the various 
county treasurers, pro rata, according to the popu- 
lation of the various counties, to be credited to the 
poor relief fund of each county. It is specifically 
stated in the law that “as much thereof as may be 
necessary for that purpose shall be devoted primarily 
to provide hospitalization for indigent persons in in- 
stances where such hospitalization is necessary.” 

In 1934, twenty-four counties out of sixty-nine in 
the State reported that $61,397.37 received from 
this source had been devoted to hospitalization. 
These same counties spent in addition for hospitali- 
zation $138,762.34 that was raised by the general 
property tax. The most devoted to hospitalization 
from the beer revenue by any one county was 
$9,376.20. Following the passage of the liquor con- 
trol law in February, 1935, the Attorney General 
ruled that all revenue from beer, regardless of alco- 
hol content, must be placed in the “beverage revenue 
fund.” Accordingly, a greater amount should have 
been received in 1935, and thereafter, than previ- 
ously. 


The securing of this legislation that specifically 
earmarked the portion distributed to the counties 
primarily for hospitalization of the indigent, was 
accomplished entirely through the efforts of the Leg- 
islative Committee of the South Dakota State Hos- 
pital Association. The committee is now planning 
further legislative activities for the next session of 
the state legislature. 


The Hospital Association of 
Northeastern New York 


The annual meeting of the Hospital Association 
of Northeastern New York, of which Joseph J. 
Weber, superintendent of Vassar Brothers Hospital, 
Poughkeepsie, N. Y., has been president during the 
past year, was held in Saratoga Springs, June 4, 
1936. Luncheon was served at one o’clock in South 
Hall, Skidmore College. Following the luncheon 
Agnes Gelinas spoke on “Trends in Nursing Edu- 
cation,” and Dr. Carl E, Smith, head of the depart- 
ment of psychology at Skidmore College, spoke on 
“The Psychology of Medicine.” 


The new officers elected were as follows: 

President—M. M. Sutherland, Superintendent, 
Mary McClellan Hospital, Cambridge, N. Y. 

Vice President—Jessie P. Allan, Superintendent, 
Kingston Hospital, Kingston, N. Y. 

Secretary Treasurer—Rose Q. Strait, Glens Falls 
Hospital, Glens Falls, N. Y. 

The two additional members of the Executive 
Committee are J. J. Weber and Grace E. Allison. 

Following the meeting those present were given 
an opportunity to visit the various departments of 
Skidmore College and places of interest at the Sara- 
toga Spa. 

The next meeting of the Association will be held 
on the first Thursday of September. 


The National Biennial Nursing 
Convention at Los Angeles 


As HOSPITALS goes to press, the American 
Nurses’ Association is holding its biennial nursing 
convention in Los Angeles. Meeting with this Asso- 
ciation are the National League of Nursing Educa- 
tion and the National Organization for Public Health 
Nursing. 

Ten thousand graduate nurses are in attendance, 
coming from every state in the Union, and several 
foreign countries are represented. The American 
Nurses’ Association has a membership of 120,000 
graduate ‘registered nurses, the National League of 
Nursing Education 4,100, and the National Organ- 
ization for Public Health Nursing 7,500. 

The convention is placing special emphasis on: 

1. The development of community nursing bu- 
reaus through which the public may secure the 
type of nursing service it may need from 
graduate registered nurses. 

The development of professional nurse place- 
ment services through which individuals or 
nurse employing agencies, such as hospitals, 
camps, schools, public health nursing agencies 
or industrial plants may secure the right nurse 
for the right job. 

The development of a new curriculum for 
schools of nursing whereby the thousands of 
high school and college graduates who enter 
nursing schools each year may be assured a 
sound preparation for service on the basis of 
community needs, 

. Ways of maintaining or improving nursing 
services now given to patients in the hospital, 
in the home and in the field of public health. 

. The development of existing or new public 
health nursing services under the Social Se- 
curity Act. 

A more extensive report of the Biennial Nursing 

Convention will be published in the August issue. 
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The two flasks here illustrated contain an 
equal amount of mineral oil. The one 
at the right is Petrolagar emulsion and 
water, the other is plain mineral oil and 
water. e Although shaken vigorously, the 
plain oil and water separate immediately 
as shown in the accompanying illustration, 
whereas the oil in Petrolagar remains 
suspended. This demonstrates the misci- 
bility of Petrolagar. e Since Petrolagar is 
miscible in water and mineral oil is not, it 
is obvious why Petrolagar readily mixes 
with the bowel contents. The oil, being 
in minute globules, has less tendency to 
leakage. Petrolagar promotes efficient, 


comfortable evacuation. 


Petrolagar Laboratories, Inc., Chicago, IIl. 


Petrolagar is a mechanical emulsion of pure liquid petro- 
latum (65% by volume) and agar-agar, accepted by the 
Council on Pharmacy and Chemistry of The American 
Medical Association for the treatment of constipation. 





Of Special Interest to the Buyer 


ACTUAL EXPERIENCE is the basis of the 
data upon which Lewis Manufacturing Company 
have created a library of five booklets on Curity 
Sutures. We think this very constructive series is 
worthy of all the favorable publicity it can get. The 
titles of the booklets are highly descriptive, “Dermal 
Tension Suture,’ “Plain and Chromatic Catgut,” 
“Gastro-Intestinal Sutures,” “Sterilization and Bac- 
teriological Control,” and “The Advance in Absorp- 
tion Control.” This information, prepared by the 
scientists and research men in the Lewis Suture 
Laboratory, ought to be of vast interest to every 
member of your operating staff. This is the kind of 
applied intelligence which deserves the highest com- 
mendation. The progress being made in standardiza- 
tion of catgut is just as vital to your surgical depart- 
ment as it is to the surgeon's success and the patient’s 
welfare. 

—— on 

WHEN FLOODS spread over the land this year 
many a drama took place in hospitals located in 
stricken districts. One of the trustees of the New 
Hampshire Memorial Hospital wrote us that this 
hospital was without gas or electricity for three days, 
but they were able to do their operations with a port- 
able light. The light they used was Wilmot Castle 
Company’s No. 30 Emergency light. Naturally we 
were interested to know all about it. We uncovered 
some highly interesting information. The Wilmot 
Castle people first of all point out that this is the 
most expensive of its kind on the market, but they 
say no one has ever experienced a failure of this 
light. Without the use of any switching devices this 
light automatically switches from the 110 volt cur- 
rent, in case of failure, to the battery current. In 
uddition, there is a device which takes care of fluc- 
tuations in voltage on the hospital’s circuit, which 
can vary as much as 10 volts during twenty-four 
hours. Let them tell you about the simple principles 
of physics upon which this unique feature operates. 


—_——_—_. 


A NEW LABORATORY is announced by 
Armour and Company for the manufacture of 
glandular products and ligatures. It is now open for 
inspection of hospital executives, physicians, and 
pharmacists. This new laboratory cost a quarter of 
a million dollars. It turns out more than 50 dis- 
tinct preparations most of which are made from 
the glands of cattle, hogs, and sheep. The latest 
equipment is installed, you may be sure. A trip 
through this department of Armour ought to be of 
decided benefit. 


A HOSPITAL PATIENT lying in bed may now 
push a nurse’s call button, in response to which the 
nurse’s voice immediately answers through a loud 
speaker, “What is it please?” 

The patient, without moving, may answer in the 
lowest tone which could be heard if the nurse were 
in the room, “A drink of water please.” The nurse 
replies through the loud speaker, “Right away.” This 
saves one-half of the nurse’s time as required by the 
old method, according to a news release sent us by 
Holtyer-Cabot Electric Company. 

If a patient wants to listen to radio, the patient 
pushes the nurse’s call button and the nurse’s voice 
through the loud speaker says, “What is it please?” 
The patient asks for a favorite radio station which is 
immediately connected with the loud speaker in the 
patient’s room. 

The system may be used for sound reinforcement 
in the chapel with a microphone and loud speakers. 
Chapel services may be distributed to patient’s rooms 
the same as radio programs. 

On Sundays, especially, visitors present a problem 
for the hospital superintendent. By this new system 
the superintendent announces to all rooms, “Five 
minutes until closing time. All visitors will kindly 
leave.” Or the floor nurse may announce in any 
particular patient’s room, “Please be quiet. The 
patient in the next room is being disturbed.” 


cecal 


A DRAMATIC DEMONSTRATION is_ in 
store for you when you see the new Adco air con- 
ditioning unit just about to be introduced to hos- 
pitals. Air Devices Corporation, which is one of 
Vincent Bendix’s companies, has opened a new 
world of possibilities for air conditioning any hos- 
pital room with this new unit. It is a movable de- 
vice which sets in any ordinary double hung window. 
It needs no plumbing connection whatsoever and 
will air condition a room of 1600 to 2000 cubic feet. 
Just plug in at the nearest socket. The whole secret 
is in a new compressor which delivers a half ton 
refrigerating capacity. The thing that will impress 
you if you have had much experience with air con- 
ditioning is the small size and convenience of this 
unit. Your patient can order an air conditioned 
room and enjoy it as easily as ordering a radio. You 
can get a small folding truck to move the unit about. 
It has caster wheels and eliminates any awkwardness 
in handling. This looks like one of those inventions 
which will make it possible for every hospital to have 
a number of rooms air conditioned with a minimum 
investment, 
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WE MAKE BAXTER'S SOLUTIONS SO CAREFULLY . . TEST THEM 
SO THOROUGHLY .. THAT NEVER A DOUBT ENTERS A USERS MIND! 


HE entire Baxter organi- tain to be uniform, stable and of 


zation does only one thing: 
makes BAXTER’S so fine, so 
certain to be pyrogen-free, that 
never a fear enters a user’s mind. 


The faith you have in the 


things you use must be unques- 


constant unvarying quality .. . 

that never a fear enters 
a user’s mind and millions and 
millions of liters have been used. 


BAXTER LABORATORIES, Inc. 


GLENDALE, CALIF. « GLENVIEW, ILL. 
COLLEGE POINT, N. Y. 


tioned. 





WHEREVER YOU ARE THERE IS A COMPLETE 
WAREHOUSE STOCK NEAR YOU 


All of our energies, all of our 
wit and knowledge, experience, 
intent, laboratories, trained tech- 
nicians, chemists, men... are 
pointed to one task, to make 


BAXTER’S Intravenous Solu- 


tions in Vacoliters. 





Distributed East of the Rockies by 
AMERICAN HOSPITAL 
SUPPLY CORPORATION 


Merchandise Mart 315 Fourth Ave. 
"CHICAGO NEW YORK 


Baxter's Dextrose and Saline 
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Questions and Answers 


Question: Should each professional service 
(day rate service, x-ray, laboratory, etc.) receive 
full credit for its earnings, even though some of 
the work is free or provided at discounts from 
regular rates? 

LL. &..G, 


Question: How do you measure the volume 
and money value of free service? 
} - Eee ae 


Answer: Proper accounting is not musty 
archives in which to store and forget the records of 
past performance. It is a live tool which the wide- 
awake executive utilizes to improve his methods 
and their results. Few question the desirability of 
charging items of cost to the proper departments, so 
far as practicable. Justice to the department and 
maintenance of its morale demand that its earnings 
be credited to it, quite as fully as its expenses are 
charged to it. Charity or other less than cost work 
should be credited to the department at a pre- 
determined rate, approximately cost. These credits 
may be offset by a definite charge to charity service. 
This plan has many advantages. 


1. It improves the morale of the department 
by giving it due credit for all it does. 


2. By removing all guess work it gives a 
clear picture of the financial operation and pos- 
sibilities of the department. 


3. The charges to the charity service, by 
establishing a definite and clear cut method for 
determining the cost of such service, provide a 
sound and undisputable basis for public appeals, 
negotiations with public or tax spending agencies 
or philanthropies, for support of the charitable 
work of the institution. To simply present the 
accumulated deficit as the cost of charity work, 
impresses the business man as an evidence of 
lax business methods and leaves the institution’s 
appeal in a very vulnerable position. 


Question: (a) Should a small hospital operate 
a budget? 


(b) If so, what should be the budget period, and 
how much detail should the budget contain? 


130 


Answer: (a) Yes.’ A hospital without a 
budget is a ship without a compass. When the sky 
is obscured its reaching port is largely a matter of 
chance, 

(b) The budget period should be the fiscal year. 
The fiscal year may or may not conform to the 
calendar year, the most common variation being the 
use of the year from July 1 to June 30. 


Once the annual budget is estimated and approved 
it should be alloted by months. In making the 
monthly allotments due regard should be given to 
seasonal and monthly variations, as shown by past 
experience. For instance, the allotment for fuel 
for a midsummer month will vary widely from that 
for a midwinter month, and that for operating room 
earnings will usually be much less for August or 
December than for October or March. The more 
care exercised in fitting the budget to the actual 
conditions of the individual institution, the more 
workable and valuable it will be. 

By comparing the actual performance of the 
elapsed month, and of the elapsed portion of the 
year, as shown in the monthly financial report, with 
the budget allotments for the same period, the ex- 
ecutive has a clear picture of the financial task be- 
fore him at all times. 

The extent to which the budget should go into de- 
tail may vary with the size of the institution, and 
the plan of its personnel organization. It should 
conform to the headings in the chart of accounts, 
both as to income and expense, and the further it 
goes in sub-dividing into departments and sub-de- 
parements the more delicate, and at the same time 
the more difficult, it will be. In general it should be 
divided by executive departments and sub-divided as 
far down into the departments as the organization 
of the personnel provides for the control of expense, 
either by direct supervision of employes or by the 
use of supplies. 


iii 


Question: (a) Should interest and deprecia- 
tion be included in reports for comparing costs 
for different hospitals? 

(b) If depreciation is reported as expense, is 
it necessary to establish a cash fund for replace- 
ment. 


Answer: (a) “Hospital Accounting and Sta- 
tistics,” the adopted standard manual on accounting 
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ON ONE'S OWN! 


The greater the capability of an iridividual, be he 
doctor or layman, the firmer his belief and his willing- 
ness to rise or fall by his own merits alone. So too in 
the business world with the corporation. 


When the true facts are understood, it must be par- 
ticularly significant to all leading Anesthetists that ours, 
the Puritan Company, has since 1913 grown to be of 
Nation-wide and International service. BUT, and this 
is important :— 


The Puritan Company, unlike some, did not attain 
its development through purchases of other companies 
by stock deals of one sort or another, but through the 
merits of its products alone. Consolidations of com- 
panies, very often seeking monopoly, in any field, are 
seldom in the interests of the consumer. 


Check up your source of supply some time on any of 
the products you purchase, to better judge for yourself 
whether a Company has attained its present size by the 
merit of its products alone, or by use of the dollar bill 
through stock deals, or what have you. In the end Qual- 
ity alone counts, be it a mouse-trap or Medical Gases. 


Unlike some, this Company does not distribute liter- 
ature or put out salesmen to recommend the self-admin- 
istration of anesthetic gases by members of the laity. 


PURITAN COMPRESSED GAS CORPORATION 


CYCLOPROPANE e ETHYLENE e NITROUS OXID 
OXYGEN e CARBON DIOXID— OXYGEN MIXTURES 





OXYGEN TENTS e NASAL CATHETER OUTFITS 
RESUSCITATION EQUIPMENT e ANESTHETIC 
GAS MACHINES 





BALTIMORE, MD. CHICAGO, ILL. CAMBRIDGE, MASS. KANSAS CITY, MO. 
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of the American Hospital Association, provides as 
follows : 


Interest—On short term loans should be 
charged as a “non-operating expense.” 


On long term loans, bonds, and mortgages, 
interest should be charged as for short term 
loans, but each such long term obligation should 
be accounted for separately. 


Depreciation—On plant and permanent equip- 
ment should be charged as a non-operating ex- 
pense, even though cash reserve for replacement 
is not actually accumulated. 


On equipment—reserves should be charged 
monthly to the equipment account, but may be 
distributed in turn as a charge to the operating 
cost of the department in which the depreciating 
equipment is used. 


(b) This question is debatable. If the hospital 
could demand payment for all services rendered, as 
could a commercial organization, it not only could, 
but should set up, such cash reserves. But the 
principle on which hospitals are usually established 
as non-profit public service organizations justifies 
them in depending upon the renewed response of the 
community which they serve when the time comes 
that existing plants need replacement. Since the 
life of a hospital plant is approximately two genera- 
tions, this policy is not as unsound as it would be 
in the case of a plant whose useful life could not be 
expected to exceed one generation, 


——_<—————— 


Question: Should the costs of administering 
an endowment fund be regarded as operating ex- 
pense? 


Answer: Under the standard accounting sys- 
tem approved by the American Hospital Association, 
there are two major divisions of income, and of ex- 
pense, each being classified under “operating” and 
under “non-operating.” Since the income from en- 
dowments is credited to “non-operating income,” 
the expense of their administration should be charged 


to “non-operating expense.” 


—————— 


Question: How can the superintendent of a 
hospital which does not have an organized staff, 
prevent incapable doctors from doing surgical 
operations ?—Supt. 


Answer: Theoretically no one but a surgeon is 
capable of passing on the qualifications of another 
surgeon, no matter how incapable he may be. Le- 


gally, the Board of. Trustees has the right to say 
what doctors shall and what doctors shall not prac- 
tice in the hospital and to prescribe rules and regu- 
lations for the conduct of the medical staff. Any 
bad results due to the incapability of a surgeon there- 
fore become a moral and by implication, a legal re- 
sponsibility of the Board of Trustees. 


The only protection that the board and its mem- 
bers have from the consequences of their failure to 
regulate the practice of the medical staff is that the 
hospital is organized not for profit or is conducted 
in the exercise of a proper governmental function, 


For the superintendent, no matter how sound her 
judgment of the qualifications of the would-be sur- 
geon, to attempt to discriminate would be a very 
questionable and probably indefensible procedure. 
She would at once find the medical profession solidly 
aligned against her. 


The proper, and probably the only recourse, is for 


. the Board of Trustees to require that the staff be 


formally organized, that practice in the hospitals be 
limited to members of the staff who have been regu- 
larly appointed to the staff by the board, and that 
the members of the staff be permitted to do only 
such types of practice as they are authorized to do 
by the board. In appointing members of the staff it 
is customary for the board to depend somewhat on 
a Medical Advisory Board of the Staff for recom- 
mendations, but this does not operate to relieve the 
board of their legal responsibility to control the 
selection of members of the staff or the limits which 
may properly be put upon the type of work they 
are permitted to do. 


oH 


Question: We are considering the substitution 
of paper for muslin for the wrapping of bundles 
for sterile supplies. Can you give me any in- 
formation as to the feasibility of this change? 


Answer: Tests made on heavy Kraft papers 
have demonstrated that in autoclave sterilization 
the steam penetrates the bundle once the paper 
is wet, quite as readily as it does the muslin 
cover. 


But the paper covering is much more subject to 
tearing, puncture, etc., particularly while still wet, 
with consequent chances of contamination. While 
several hospitals are using paper, the two from 
which careful test have been reported are confining 
its use to bundles of cotton pledgets and similar sup- 
plies, but not using it for regular operating room and 
similar bundles which must be assured of absolute 
sterility. 
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V. MUELLER & CO. 


SPECIALIZE IN HOSPITAL AND 
INSTITUTIONAL SUPPLIES 


Complete stock of Surgical Instruments and Eqiup- 
ment—Surgical Rubber Goods—Hospital Glass and 
Enamelware—Hospital Specialites. 





The latest! Herb-Mueller Ether Vapor Suction- 
Pressure Apparatus—the ideal Hospital Unit—De- 
scriptive literature sent upon request. 





GLOVE STERILIZER DRUM 


Permit sterilization of Rubber Gloves in the Auto- 
clave without the use of wrapping material, such as 
Gauze, Drills, Towels, etc. 
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ICE CONTAINER 


for CLEAN handling 
of Cracked Ice! 


Here is a handy ice container, something every 
hospital should have. It enables you to handle 
cracked ice the modern, sanitary way. Merely 
put in the ice at the top and scoop it out at the 
bottom. Only the scoop comes in contact with 
the ice, thereby avoiding possibility of cross in- 
fections. You will find this container unusually 


convenient, efficient and economical. $3975 


Price, complete with stand and scoop, 
Capacity 50 Pounds 


of Cracked Ice. 
e 


Well Built, Thor- 

oughly Insulated to 

Keep Temperature 
Low. 

















Outer Wall Finished 
with Baked Auto 
Enamel. 


8 
Much More Attrac- 


Heavy gauge all-steel 
construction with gen- 
uine cork insulation. 
Doors have _ rubber 
gaskets insuring min- 
imum ice shrinkage. 
Automatic water trap 
on bottom. Container 
is 26" high x 12” deep 
x 2214" wide, mount- 
ed on 26-inch stand. 


Other Summer Items that Will Lighten Your Burdens 
Linencrepe Tray Covers and Napkins . . . Good Samaritan 
Infusion Radiator . . . Kenwood Folded Kerchiefs for in- 
dividual service . . . Kenwood “Square End” Hospital Pads 
. . Snap-On Irrigator Stand. For prices and detailed infor- 
mation ‘refer to your copy of the WILL ROSS Catalog. 


WILL ROSS, Inc. 


Wholesale Hospital Supplies, 779-783 N. Water St., Milwaukee 
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a x Strate Boarp or ConTrot oF MINNE- 
soTA, being a progressive Board mindful of those 
coming under its care, and eager to do all they 
can to add to the comfort and happiness of 
patients thus promoting recovery, and in order to 
improve the food service, created the position of 
Director of Dietetics for all of the State institutions. 
[ was appointed to that position in the early spring 
of 1930. 

As nothing had been done in this field, I entered 
this position with much fear and trembling, espe- 
cially after being told that this superintendent had 
no use for a dietitian, and that this cook and that 
cook had been in charge of the dietary service for 
twenty years or thirty years as the case might be. 
But, nevertheless, I went into it with a determination 
to do all I could to help solve the dietary problems 
and fulfill the cause of the position. I soon found 
out that these reports were more or less myths, and 
whatever has been accomplished could not have been 
done had it not been for the splendid cooperation 
and support of the superintendents and Board of 
Control. 

Types of patients, institutional traditions, quality 
of employees available, local supplies, tastes and 
habits of patients all are important factors which in 
varying degree affect the general situation. 


Purchasing 


The purchasing of all supplies for all the institu- 
tions is done by a purchasing agent. This means the 
purchase of staples on standard’ specifications pre- 
pared with expert advice, against the individual pur- 
chase of unstandardized supplies by each institution. 
Estimates for three months’ supplies are made out 
and are sent in to the purchasing agent one and one- 
half months before the beginning of the quarter the 
supplies are intended for. He then sends out for bids 
according to the specifications. This system has its 
advantages and its disadvantages. A better grade of 
staples can be purchased at less cost because of the 
large amount required. But, on the other hand, when 
it comes to purchasing fresh foods if it were done 


Presented at the Minnesota State Hospital Conference, St. 
Paul, May, 1936. 





Food Service in State Institutions 
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by a person in charge of the dietary service, many 
times a different fruit, vegetable, fish, etc., could be 
used because it would be less expensive than the one 
sent in on the weekly requisition to purchasing agent. 
Also, when the purchasing is not done by the institu- 
tion it is difficult to keep posted as to price and what 
is on the market. 


Food Cooked and Served Too Far in Advance 
of Patients’ Meal Time 


Routine and habit may be valuable assets but car- 
ried to extreme or carried on without thinking of the 
reason why of this or that, or, the changing to a 
better system may cause these two factors to become 
a liability. There is a tendency of cooking food too 
soon and to dish it in containers long before it was 
transported to the various dining rooms. When asked 
why, the answer invariably was, “That is the way it 
has always been done.” But after pointing out the 
disadvantages of this practice and with a little ad- 
justing and experimenting the food was not dished 
from the kettle until just in time to send it out. Of 
course, the dishing out of 150 gallons of cooked 
cereal, or 200 gallons of stew and transporting it to 
ten or fifteen dining rooms is no small task and al- 
lowance had to be made for fear something might 
happen to prevent an uninterrupted procedure. Too 
large a quantity was cooked in one kettle. Cooks 
were instructed to use two kettles to prepare the 
same amount so that the finished product would be 
better. This applied to rice, macaroni, spaghetti, 
beans and fresh vegetables especially. 

In some of the institutions, because of the type of 
patients, the food had to be served on the plate for 
each person rather than allowing a patient to help 
himself or herself. This often was done too far in 
advance so that the food was cold before the patient 
ate it, In some instance a different method was in- 
augurated whereby the plates were not served until 
patients were seated at the table. Again some 
patients of mental or physical condition were not 
able to come to the dining rooms. Trays had to be 
served to them. In several of the places a sort of a 
cafeteria arrangement was used, whereby the helpers 
carrying the trays would pass along in line and have 
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Septisol 


Surgeons. 


Dispensers 
are approved by the 
American College of 








Among these are:— 


the flow of soap. 


is necessary. 





Dispenser to you. 






SEPTISOL DISPENSERS ARE SIMPLE, 
DEPENDABLE, AND ECONOMICAL 


and have many exclusive features in addition to attractive appearance. 


4. Air intake valve. 


Vestal Chemical Laboratories 
4963 Manchester Ave., St. Louis, Mo. 


1. Control valve—This simple regulating device controls 
The little adjustment screw regulates 
the amount of soap disnensed, ranging from a few drops to 
a full ounce or more—Eliminates waste. 


2. Horizontal dispensing spout cuts down overall height; 
also eliminates dripping. 


3. Combination spout swivel device and filler plug permits 
spout to swing from left to right at will. Spout and tube 
removable to permit easy filling. No unscrewing of jar 


Pneumatic pressure does the work. 





Septisol Dispensers are furnished in three models . . . the Double 
Portable, the Single Portable and the Wall Type. They are dust 
proof and are quickly filled. Being completely portable ard easily 
moved they offer no interference when cleaning or moping. 


There are no complicated parts to get out of order and all metal 
parts are chromium plated brass. 


We would appreciate an opportunity to demonstrate the Septisol 
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MODERN INSECT CONTROL 


The WEST SANITOR 
Centrifugal Insecticide Vaporizer 


THE WEST SANITOR provides the modern 
method of dispersing insecticides and deodor- 
ants. It is effective, clean and rapid in its oper- 
ation. It operates exclusively on centrifugal prin- 
ciples. The liquid is broken into small particles 
which rise in a steady stream of cool vapor. 
The materials are vaporized so finely that air cur- 
rents in themselves carry this material into every 
nook and crevice in the walls, floor and ceiling. 


Odorless VAPOSECTOR FLUID 


A concentrated insecticide for use in the 
WEST SANITOR vaporizer. Odorless 
Vaposector Fluid has a high killing efficien- 
cy and is economical and highly effective 
against ROACHES, FLIES, MOSQUI- 
TOES, SPIDERS and many other insects. 
It is effective and quick. Leaves no mess 
behind and is a safe insecticide to use. 


We also make STEAMSHIP VAPOSECTOR 
FLUID which has the same killing power as 
Odorless Vaposector Fluid but is completely non- 
inflammable and especially suited for use in 
hospitals and hotels. 





WEST DISINFECTING COMPANY 


FREE BOOKLET on 


Dept. K—42-16 Barn Street, Long Island City, New York 


INSECT CONTROL 









the food put on the tray and then carry it immediately 
to the patient, rather than wait until all the food was 
put on all the trays before any were carried out, In 
some instances the bread was sliced long before the 
meal was served. So important an article of food 
should be served in the most palatable manner. 


Diversified Foods Necessary in 
State Institutions 

The preparation of food for the people in State 
Institutions is no small task because of the number 
and types. Some are not capable of chewing foods 
either because of age or mental condition. One of 
the first things I had to do was to rewrite and work 
out recipes to suit the needs of each institution and 
to use the supplies that were available. 

Variety was one of the factors lacking in the foods 
served. Monotony or repetition of the same food or 
same type of food at the same meal was very notice- 
able. So often it was not realized that another food 
could be served for the same amount of money and 
in many instances for less. I know eggs were sub- 
stituted for meat at a saving of one-third the cost, 
besides giving a change. In one institution bananas, 
oranges and grapefruit were the only fresh fruits 
purchased but after showing that fresh apricots when 
in their prime, could be served for a little more than 
three-fifths of the cost of bananas and so on during 
season other fruits were used. Again because the 
foods were grown on the institution farms and it 
had to be used in order not to waste it, it was neces- 
sary to serve it too frequently. But by changing the 
method of preparation it was a new dish to the people 
partaking of it. I remember one spring which hap- 
pened to be a good radish year and the patients of 
one institution were tiring of them. I suggested 
creaming them. The matron planning the meals 
said that if they saw on the menu it was creamed 
radishes they would not eat them. I said, “All right, 
as the radishes belong to the turnip family and that 
they cut young turnips to represent artichoke bot- 
toms, let’s call this dish creamed mock artichokes.” 
We did and I do not know whether the name had 
anything to do with it or not, but the creamed 
radishes were eaten. Also at the same time radishes 
were chopped with a small amount of green onions, 
vinegar, sugar and spices added and the name of a 
vegetable relish given it. This also was eaten. 

The old story of knowing the days of the week 
by the food served was being carried out in some 
places. After planning the menus for them and 
pointing out how much happier the patients would 
be if their food was a surprise to them, this custom 
was dropped. In making such changes I much pre- 
ferred to use the method of suggestion rather than 
commanding, but in a few instances the latter was 
necessary. 


In many cases the quantity of food prepared was 
too great. The quantity was cut and the quality im- 
proved with the result that there was no waste, even 
to the extent that some of the farmers complained 
that they were not getting any garbage for their hogs. 


The Institutional Bakery 


In going into a commercial bakery one often finds 
from six to twelve kinds of rolls. If these were 
analyzed we would find that most of them were made 
from the same basic formula, but owing to the vari- 
ous shapes, sizes and flavorings used, a great assort- 
ment is produced. This same thing can be held true 
in an institutional bakery so as to give variety. The 
bakers were so instructed and were glad to do so. 
More and greater variety of other baked goods were 
produced. 

I cannot say that the meals were always absolutely 
balanced. This would have been impossible because 
of the cost of such meals. Each patient received 
during the day one serving of fruit, usually the dried 
fruit, except in berry and melon season, at least one 
cup of milk in some form or other, a serving of 
meat and vegetable which was usually of the root 
variety. Quantity played a very important part with 
some of these patients. Many times I could hardly 
believe that anyone could consume as much as some 
of them did. 


Special Diets 


Necessary foods for any special diet were always 
purchased. Whenever it was necessary I asked to 
have the allowance of meat, milk, sugar, eggs, and 
dried fruits increased, 

Some of the institutions were doing canning and 
pickling. New equipment was purchased for others 
and they were encouraged to do more and make more 
varieties so as to lend a greater variety to the meals 
for patients and employees. 

New and better equipment was purchased as 
needed. The old tin or enamel containers, etc., were 
replaced with aluminum or allegheny. Machines, 
such as bread cutters, mixing machines, cookie 
presses, were installed to add to the efficiency of the 
kitchen and dining room service. 

Changes were made in the personnel. People with 
experience were engaged so as to bring in new life 
rather than putting in some one who had had no ex- 
perience and letting things run along as before. The 
hours of meals or the hours of those employed in the 
preparation and serving of meals were changed so 
as to give the best service and foods possible. 

In this type of work, knowledge concerning farm- 
ing, butchering, and dairying is a great asset. -You, 
as dietitians in hospitals or commercial establish- 
ments, buy your milk. In most of the state institu- 


(Continued to Page 142) 
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The Castle SterOgage (trade mark) affords vis- 
ual evidence of temperature during the entire 
sterilization period. All Castle Autoclaves are 
SterOgage equipped. A SterOgage may be 
attached to your present unit. Castle informa- 
tion and engineering service is available in all 
principle cities of the United States and Canada. 
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1181 University Avenue 





Rochester, N. Y. 
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Hide and Seek is a great game for kids, but it has no 
place in the OPERATING ROOM. Mystery tables with 
hidden, elusive controls cause delay and confusion— 


MONT R. REID 
OPERATING TABLE 


brings you 


“TOUCH CONTROL” 


The Reid Table responds instantly to a touch of 
the hand. Every control is within sight—within 
reach at the head end of the table. No groping 
under drapes for mysterious indicators and disap- 
pearing gadgets. Superbly responsive to modern 
surgery’s every need, it brings unprecedented 
versatility to the operating room. Every surgical 
posture is attainable—quickly, easily, certainly. 





Ask yourself—“What other table offers such range, 
such stability, such effortless operation?” Con- 
sider these features together with price and the 
maker’s reputation, and— 


YOUR NEXT TABLE WILL BE A REID 


AN "“ANESTHETIST'S EYE" VIEW 


This “Anesthetist’s Eye” 
view of the Reid table tells 
the whole story. It shows 
every control within easy 
reach —nothing hidden —no 
confusion. Blindfolded, you 
can operate these responsive, 
easily reached levers. See 
2 the Reid Table—operate it— 
prove to yourself that the 
slightest pressure on a con- 
trol—any control—commands 
instantaneous obedience. Try 
the new Mono-lift, a single 
foot lever that raises, lowers, 
controls revolution and locks 
the table. 














Let us send our new descriptive brochure—write today! 


OCHER’S 
THE MAX WOCHER & SON CO. 
YOUNG UROLOGICAL TABLES @ RIES-LEWIS LIGHTS 


29-31 West 6th Street CINCINNATI, OHIO 




















RATES: 


CLASSIFIED ADVERTISEMENTS 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 






must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 
THE FOLLOWING CLASS OF ADVERTISEMENTS WILL BE ACCEPTED: 


POSITIONS WANTED. 
POSITIONS WANTED THROUGH PLACEMENT BUREAUS. 
POSITIONS OPEN. 


Commercial announcements accepted at the same rate. 


POSITIONS OPEN THROUGH PLACEMENT BUREAUS. 
SCHOOLS, SPECIAL INSTRUCTION, ETC. 
FOR SALE. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS OPEN—(Continued) 





Charles S. Pitcher 
Hospital and Institutional Consultant 
1521 Spruce St. 
Philadelphia, Pa. 





POSITIONS WANTED 





ADMINISTRA TOR—SUPERINTENDENT—Thoroughly qual- 
ified by practical experience. Past twelve years success- 
fully directed well-known Eastern hospital. AVAIL- 
ABLE IMMEDIATELY. Address GA HOSPITALS. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


PATHOLOGIST—Exceptionally well qualified pathologist de- 
sires connection; degrees from eastern schools; four 
years’ teaching experience (pathology); seven years, di- 
rector of laboratories, large eastern hospital; is recog— 
nized surgical pathologist, by examination, in New York 
State; will go anywhere. No. 253 


DIRECTOR OF NURSES—Graduate of one of country’s lead- 
ing hospitals; B. S. degree; graduate work in adminis- 
tration, Columbia; past six years, superintendent of 
nurses and principal of school of nursing, 125-bed hos- 
pital; desires to progress is only reason for change; 
recommended as keen-minded young woman with quiet, 
dignified, unassuming manner, capable of managing peo- 
ple tactfully and well. No. 254 


ADMINISTRATOR—Well trained physician desires appoint- 
ment as administrator; degrees from eastern school; two- 
year rotating internship; two-year residency; several 
years’ successful private practice; eight years, assistant 
superintendent, one of country’s outstanding hospitals. <5 

0. 


RADIOLOGIST—Young radiologist desires connection; de- 
gfees from leading schools; university hospital internship; 
four years’ excellent training in radiology and therapy; 
three years, in charge of radiology, 150-bed hospital; cer- 
tified by American Board of Radiology. No. 256 


ADMINISTRATOR—Graduate nurse who has_ wealth of 
executive experience is available; B. S., M.A. degrees; 
several years as instructor of nurses; four years, director 
of nurses, large eastern hospital where school advanced 
and quickly attained recognition as one of best in its 
state; four years, director of professional activities, large 
hospital, which included duties of assistant administrator; 
recommended as remarkable woman possessing rare per- 
sonal charm, well qualified to administer fairly large in- 
stitution. No. 257 








POSITIONS OPEN 





THE MEDICAL BUREAU 


M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 


ADMINISTRATORS—(a) Physician with experience in ad- 
ministering teaching hospital for position of administra- 
tor, university hospital. (b) Outstanding medical direc- 
tor for hospital which has recently increased bed capacity 
to 260; splendid financial condition; Southerner, under 
fifty, preferred. No. 241 


DIRECTOR OF NURSES—(a) Qualified to direct activities 
of staff of 150 graduate nurses; capable disciplinian re- 
quired; excellent connection. (b) Eastern hospital of 250 
beds; 70 students. No. 242 





ASSISTANTS—(a) Assistant superintendent of nurses; 250- 
bed hospital; 70 students; degree required; no teaching; 
minimum, $125, maintenance. (b) Assistant principal; 
daily average, 155 patients; 60 students: duties largely 
administrative; very little teaching; $125, maintenance. 
(c) Assistant ‘superintendent; 60-bed hospital; excellent 
working and living conditions; midwest. No. 243 


INSTRUCTORS—(a) Science; duties consist four hours’ 
teaching and assisting superintendent of nurses; South- 
erner, under forty, with degree required. (b) Pratical; 
90 students; Catholic preferred; far western city. (c) 
Science; 40 students; Ohio. (d) Small school; Texas. 
(e) Practical; large southern hospital; 45 students; 12- 
month appointment; $125, maintenance. (f) One of Penn- 
sylvania’s leading hospitals; duties include assisting di- 
rector of nurses. (g) Practical; fairly large school; Ari- 
zona. (h) Science; large New England hospital; more 
than hundred students; $135, maintenance. (i) Practical; 
children’s hospital; $106, maintenance. (j) Practical; 
Boston area; minimum, $110, maintenance. (k) Science; 
one of Wisconsin’s leading schools; college affiliations; 
new nurses’ home and school building. (1) Practical; 
fairly large school; vicinity New York City; 8-hour day; 
month’s vacation yearly; attractive, comfortable home 
and school building; minimum, $125, maintenance. (m) 
Teaching supervisor; western candidate preferred; San 
Francisco area. (n) Theory; 80-students; large southern 
hospital accepting white patients only; suburb southern 
metropolis. (0) Practical and theoretical instructors; 
large teaching hospital affiliated with medical school; 130 
students. (p) Science; large school; commuting distance 
to New York City. 5 No. 244 


ANAESTHETISTS—(b) Anaesthetist willing to assist in de- 
livery room; small hospital; New England. (c) Willing 
to do floor duty when not administering anaesthetics; 
Florida. (d) Qualified in x-ray and laboratory work; 
small hospital; Chicago area. (e) Anaesthetist willing to 
do part time work in surgery; 300-bed hospital; midwest. 
(g) Anaesthetist-obstetrical supervisor; small hospital; 
Idaho. (h) Anaesthetist willing to supervise medical 
floor; small hospital; New York; $100, eran. ous 

Vo. 


NURSES—(a) Head nurse; surgical floor; large municipal 
hospital; midwest. (b) Assistant operating room super- 
visor; university hospital; non-resident appointment; $100. 
including meals, laundry. (c) Head nurse; obstetrical 
floor; large southern hospital. (d) Assistant head nurse; 
orthopedic nursing; 240-bed hospital; northwest. (e) 
Scrub nurse; two years’ experience required; one of Cali- 
fornia’s leading hospitals. No. 246 


GENERAL DUTY NURSES—(a) Two; fairly large hospital; 
southern California; $90, board, laundry. (b) Medium- 
sized hospital; all-graduate nursing staff; New York; $65, 
maintenance. (c) Small private hospital; no training 
school; 8-hour day; 6-day week; $94.50, meals; Detroit 
area. (d) Small hospital; Texas; $70, maintenance. (e) 
One of Wisconsin’s leading hospitals: $70, maintenance. 
f) Obstetrical department, small hospital; $70, mainte- 
nance; Chicago vicinity. (2g) Obstetrical department, 
fairly large hospital; California; $75, maintenance. 
(h) Small hospital; Oregon; $65, maintenance. (i) Small 
sanatorium caring for tuberculars; central location; or 
maintenance. No. 


SUPERVISORS—(a) Pediatric; degree and five years’ experi- 
ence required; California. (b) Surgical floor; small hos- 
pital; Chicago area; $90, maintenance. (c) Obstetrical; 
medium-sized hospital, vicinity New York City. (d 
Pediatric; 150-bed hospital; splendid connection. (e 
Night; delivery operating room experience required; 
small hospital; Texas. (f) Medical; all-graduate nursing 
staff; university hospital. (g) Night supervisor, ma- 
ternity department; medium-sized hospital; California; 
$100, meals, laundry; California. (h) Men’s ward; fairly 
large hospital, suburb New York City. (i) Central supply 
room; west. No. 248 


SOCIAL WORKER—Large eastern hospital; outpatient de- 
partment averages 250 patients daily; must be well 
trained and experienced in medical social work. No. 249 


(Continued to page 140) 
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THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only mem- 
bers carefully selected for the particular position 


are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 


Chicago, Illinois 











Attention! 


Hospital Superintendents 


If you have not received 
our special offer to assist you 
in your refurnishing program, 


notify us immediately. 
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STICKLEY BROTHERS CORP. 


Grand Rapids, Michigan 


Approved by American College of Surgeons 
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Written by Malcolm T. MacEachern, M.D., C.M. 


Associate Director of the American College of 
Surgeons and Director of Hospital Activities. 


The most outstanding practical book ever published for hospital 
workers. TIME in its issue of May 11, 1936, calls it a “PRO- 
FESSIONAL BIBLE.” 


Every hospital activity is thoroughly covered . 
is full of practical, helpful, valuable ideas. 


Beautifully bound in red cloth with gold lettering. Size 634x9%. 
A book of 968 pages printed on fine paper with 22 original draw- 
ings typifying hospital activities and 194 charts and other 
illustrations. 


. every chapter 


Price, per copy $7.50 plus postage 
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RECORD CO. 


161 W. Harrison St., 
Chicago, Ill. 
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The Heart of a Hospital 


is its 


NURSING SERVICE 


Your First Consideration—to maintain 
this Nursing Service at a high standard of 
excellence. 


Our Constant Purpose—to provide you 
with a never-failing source of supply of 
highly qualified nurses. 


Intelligent Selection—Prompt Service 
The Professional Viewpoint 
Ensure Maximum Efficiency 


Advisory Service a Special Feature 


Write at once to the 


NURSE PLACEMENT SERVICE 


Room 513 
8 South Michigan Avenue 


CHICAGO, ILLINOIS 
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POSITIONS OPEN—(Continued) 


POSITIONS OPEN—(Continued) 





THE MEDICAL BUREAU—(Continued) 
M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 


SUPERVISOR—Surgical; fairly large teaching hospital aver- 
aging 300 operations monthly; will have five graduates 
and limited number of postgraduate students as assist- 
ants; must be qualified teach surgical technique: $120. 
maintenance. No. 250 


DIETITIANS—(a) To take complete charge; duties include 
buying; small hospital; Indiana. (b) Food administrator 
and teacher; must know chemistry, bacteriology, physi- 
ology, particularly as applied to work of dietitian; prac- 
tical experience necessary; college appointment. (¢) Die- 
titian to take complete charge, dietetic department, 100- 
bed hospital; duties include buying and teaching. No. 251 


HISTORIAN—(a) Historian qualified to take dictation in 
operating rooms; teaching hospital; midwest. (b) Record 
librarian; several years’ experience; $90, board and laun- 
dry; California. No. 252 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R. N., Director 
332 Bulkley Building, 
Cleveland, Ohio 


DIRECTRESS OF NURSES: With educational qualifications 
and experience. 250-bed mid-western hospital. 


ee ee OF NURSES (2). SCIENCE AND PRACTI- 
L ART OF NURSING: Western hospital, excellent 
pe Por units. Ideal living conditions. Open September. 


SCIENCE INSTRUCTOR: College graduate or credits. 175- 
bed Massachusetts hospital. Teaching experience. Open 
September. (a) 250-bed New Jersey hospital. 


INSTRUCTOR PRACTICAL NURSING PROCEDURES: 
Educational qualifications and teaching experience. 250- 
bed Ohio hospital. (a) 100-bed and 250-bed Pennsylvania 
hospitals. (b) 150-bed hospital, State of New York. 


EDUCATIONAL DIRECTOR: 400-bed hospital, university 
connection. Requirements, college graduate and experi- 
ence. 


SUPERVISORS, DAY AND NIGHT DUTY: Experienced in 
Medical, Surgical and Obstetrical departments. All states. 


GENERAL DUTY GRADUATE NURSES: Recent graduates 
considered. 8-hour duty. Desirable living conditions and 
salaries. All states. 





NEW YORK MEDICAL EXCHANGE (agency) 
* Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


SUPERINTENDENT OF HOSPITAL—100-bed hospital lo- 
cated within easy reach of New York City, salary open. 


SUPERINTENDENT OF NURSES—(a) For 300-bed hospital 
in New Jersey, training school, college degree necessary, 
Protestant preferred; salary $2,500. (b) For 200-bed hos— 
pital in New Jersey, degree necessary; salary open. (c) 
For 100-bed hospital near New York City; salary $100 
and maintenance. (d) For 210-bed hospital in Pennsyl- 
vania, degree necessary; salary open. 


ASSISTANT TO THE SUPERINTENDENT OF NURSES for 
170-bed hospital in New England, some college work; 
salary $125 and maintenance. 


INSTRUCTORS—Many openings for Science and Practical 
Instructors; salaries from $100 and maintenance up. 


SUPERVISORS—Many openings in Operating Room and Ob- 
stetrics. 


GRADUATE NURSE PHYSIOTHERAPIST X-RAY TECH- 
NICIAN for a New York hospital; salary $125, living out. 


SOCIAL SERVICE, Graduate Nurse, college degree or gradu- 
ate of a Social Service School, Psychiatric experience; 
salary $1,500, living out. 


The Hospital Book Shelf 


THe Norma Diet anp HeattuFut Livinc. By 
W. D. Sansum, M.D., R. A. Hare, M.D., and Ruth 
Bowden, B.S. 
York, 1936. $2. 


The Macmillan Company, New 


Doctor Sansum’s informal talks to the patients of 
his clinic in Cottage Hospital, Santa Barbara, Cali- 
fornia, form the basis of this book. His co-authors 
have been his co-workers in the clinic for many years. 
They understand well what the patient should know 
about his ailment and its treatment, and how to give 
him the information so that he will grasp it. Their 
attention, however, has not been given wholly to 
those in need of a supervised diet to regain health; 
the first part of the book is devoted to the principles 
of normal nutrition and their importance in the 
maintenance of health. The nutritive elements are 
classified as Food Substances That Give Energy, 
Food Substances That Do Not Give Energy, and 
Food Substances Most Recently Discovered. Com- 
mon food sources of these various elements and their 
function in the body together with the physiology of 
digestion and absorption are presented in terms that 
are readily understandable by the non-professional 


reader, and in a way that makes the subject interest- 
ing to any reader. 

This reviewer is glad to find a chapter on water ; 
most dietetic books ignore this element. The authors 
discuss the importance of water as a solvent, an aid 
to digestion and conveyor of metabolic waste, and a 
regulator of body temperature; what factors influ- 
ence the amount needed, and how to determine 
whether or not enough is being taken. , 

Other chapters treat of overweight, underweight, 
bacterial infection, allergies, and a “survey of meth- 
ods of treatment that have found acceptance in the 
practice of scientific medicine.” Among the latter 
are Diet Therapy, Physical Therapy, Psychotherapy, 
Drugs, Vaccines and several other methods. 

This statement of the contents, necessarily in some- 
what tabular form, gives only a brief synopsis of the 
value of this moderately priced book; space forbids 
more details. In the appendix is an excellent sum- 
mary of points to be observed in menu planning, 
covering the practical, scientific and esthetic sides. 
Suggested menus, weight tables, food tables, and a 
list of books and magazines for additional reading 
are further aids. 
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What of your NURSING service? 





Is it as up-to-date as your 


buildings and equipment? 


The official magazine 


of the 
AMERICAN NURSES’ ASSOCIATION 


will help you to make it so. 
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r EXPERIENCES OF AN AMERICAN LAUNDRY ADVISOR = 


—IT'S THE OVERTIME. IT'S RUNNING OUR LABOR OUR LABOR COSTS AND LINEN REQUIREMENTS NEXT DAY ; 
COSTS WAY UP. OUT OF LINE STOP SEND YOUR LAUNDRY ‘ er 
ADVISOR. 















































HERE IS MY LAYOUT FOR A SUGGESTED 
«REVAMP OF YOUR LAUNDRY DEPARTMENT. 
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Food Service in State Institutions 
(Continued from Page 136) 
tions it is produced on their farms. You must know se ) acd TRIED 
something of handling, caring for and pasteurization 
of milk. Also to be able to confer with the farmer 
as to the kinds and amounts of vegetables to be 


planted. Some of the institutions do their own 


slaughtering, consequently it is of great value to know 
the curing of meats, the making of sausages, etc. In Every time you operate your 


several places I had them make different kinds of 
sausages and these were a great joy to our patients. autoclave many danger factors 


Complaints regarding the food service in institu- are present — all affecting the 
tions are about as old as the institutions themselves. 
One naturally tires of food prepared in large quanti- 
ties and even those who live at exclusive hotels soon 
complain of the monotony of the bill of fare. 

I feel that the unfortunates of the State of Min- 
nesota are fortunate to be in the institutions of the Glass-sealed Diack Con- 


State where the food served them is fresh whole- ; nee: 
some food prepared in a clean manner. tr ols, with their invariable 


The food sefvice of the State institutions is the melting point reveal and 
same as in all others whether it be a commercial in- : 
stitution or a general hospital in that there is oppor- ; protect you against these 
tunity for improvement, Even with the progress ' as : 
that has been made, I am sure that in twenty or thirty dangers in sterilization. 
years the interest will be as great and the problems 


as pressing in one form or another as we find them \ DETROIT 
— , ne ee A. W. DIACK "Sinn 
today. Interest in State institution dietaries is ° 


perennial. 


degree of heat penetration. 
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VITAMIN The OUTSTANDING FACTS about Vitamin C are: 
C (1) It is necessary to the health and 





Abii» 
Vv 
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Our Vitamin C concentrate dem- 
onstrates its potency by action in 
(1) Causing a recalcification of 
supporting tissue where teeth have 
loosened through a deficiency of 
Vitamin C. (2) Consistently con- 
trols the temperature and other 
symptoms in pneumonia, "flu," 
children's diseases, etc. 


integrity of endothelial and con- 
nective tissue. (2) Cooperates with 
Vitamin B in the nutrition of the 
thyro-adrenal and pituitary sys- 
tems. (3) Cooperates with Vitam- 
ins A, D and F in calcium metabo- 
lism. (4) Essential to the mainten- 
ance of normal defensive functions 
—both phagocytic and anti-toxic. 

A Monthly leaflet, | Recent laboratory research indicates that infections do not kill until 
“VITAMIN NEWS” the Vitamin C supply in the tissues is consumed. (References upon 

is being mailed free request.) Deaths, therefore, from the infective diseases as a rule are 
toany Physician upon due to exhaustion of vitamin reserves instead of from infection directly. 


request. Back numbers 
andahelpful Index are This represents THE MOST IMPORTANT STEP FORWARD SINCE 


also available. PASTEUR'S TIME in our understanding of causative factors of disease. 


VITAMIN PRODUCTS COMPANY 


MILWAUKEE, WISCONSIN 
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“| can run 


faster’n You!” 


HE stocky-legged lad thrusts out his knee as he issues his challenge, 
and in a jiffy, two small forms tear across the school-yard. Heads 
turn to watch the race. “A fair race and he won!” yells a bystander. 


Competition! From childhood to old age, a principle of growth rooted 
deeply in human nature. 


Dr. Karl Compton, president of the Massachusetts Institute of Technol- 
ogy, when asked why the Compton brothers became world-renowned 
as men of science, said,— ‘As boys, at games or studies, our family 
watchword was, ‘I can beat you!’ ” 





Fair competition is recognized by the Hospital Exhibitors’ Association as 
a vital factor in hospital progress. They know that their best results owe 
much to initiative, sharpened by a sense of competitive alertness. 


Fair competition pierces obstacles, sharpens wits, spurs endeavors, hastens 
development of the new and better thing. Progressive evolution of hos- 
pital technique owes much to the competitive activities of members of 
the Hospital Exhibitors’ Association. 

Fair competition is an unremittingly watchful guardian of quality and 
holds prices to levels favorable to buyers, yet yielding a reasonable re- 
turn to sellers. 





This is number 4 in a series of advertise- representatives of the Hospital Exhibitors’ 
ments being published with the cooperative Association. The purpose of this committee 
approval of the Catholic Hospital Associa- is to serve as a clearing house on matters of 
tion and the American Hospital Associa- mutualinterestsug gested by theseadvertise- 
tion representatives of which comprise a ments. Address your inquiry to Consulta- 


Consultation Committee, together with tion Committee in care of this magazine. 
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“THE SPECIALIST” 


BANDAGES AND SPLINTS 


| he casts and splints “The Specialist” Plaster 


of Paris Bandages are ideal. Less time and 
material are required. Casts are lighter, 
stronger. Splints always fit accurately because 
they are “tailor-made” “The Specialist” Band- 
ages and Splints are plaster of Paris on ser- 
rated, non-raveling crinoline, hard-coated 
from end to end. They saturate instantly upon 
immersion. 


For complete details, see our Hospital Service Book and Cata- 
log. Copy free on request if you need one. 


Bandages: Packed 12insealed Splints: Boxes of 50. Sizes: 
cans; all sizes, 2" to 6", 3" x 15", 4" x 15", 5" x 30". 


HOSPITAL 
1B) IVI S I ‘@) N NEW BRUNSWICK, N. J. CHICAGO, TEL- 





PROCESS CONTROL 


INTRAVENOUS SOLUTIONS 
IN 
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DISPENSERS 


Throughout the manufacturing procedure, the most 
rigid scientific process control is employed. Every step 
is under the supervision of competent pharmaceutical 
chemists. Triple inspection during the process of manu- 
facture, and systematized chemical and biological 
assays make sure of the pH value of the solutions, of 
the proper amount of solid content, of protein freedom 
and of absolute sterility. 


Our Brochure PARENTERAL ADMINISTRATION OF 
FLUIDS, has been adopted by many training schools 
as a standard text on this subject. We will be 
pleased to send sufficient copies for your training 
school upon request. 





HOSPITAL LIQUIDS 


CHICAGO 














THIRTY-EIGHTH 
ANNUAL CONVENTION 


AMERICAN HOSPITAL | 
ASSOCIATION 


September 28 to October 2, 1936 
CLEVELAND, OHIO | 


VV 


PLAN YOUR TRIP 
to 


REMAIN FOR FRIDAY PROGRAM 
“AMERICAN HOSPITAL DAY” 


at the 
GREAT LAKES EXPOSITION 





